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CUTE suppurative osteo-myelitis is a term used to 
A designate an infectious disease of the bone, usually 
beginning in the marrow, extending through the cancellated 
structure, terminating in suppuration, and attended with 
evidence of profound constitutional infection. The defini- 
tion of this term, as usually found in text-books on surgery, 
is not at all satisfying. Most authors define it as a disease 
starting in the myeloid tissue, and, in the same chapter, give 
the proportionate frequency of osteo-myelitis as it affects 
the long and the flat bones. When one, therefore, speaks of 
osteo-myelitis, the thought of his auditors naturally turns 
to this disease as affecting the long bones. The flat bones 
are not exempt, however, from this serious form of bone 
infection. Dennis, quoting W. W. Keen, gives the com- 
parative frequency of primary osteo-myelitis in the long and 
flat bones as fifty-five to twenty-two, as a sequela to the 
acute infectious diseases. 

As is well known, this disease appears as the result of the 
presence in pathogenic quantity of one or more forms of 
micro-organisms. These micro-organisms may gain access 
to the area affected directly through the lymph channels or 
nerve sheaths, or indirectly through the medium of the 


circulation. 
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The micro-organisms which are the most potent agents in 
producing this disturbance are the staphylococcus pyogenes 
and the streptococci. The direct method is the usual man- 
ner by which osteo-myelitis is occasioned in the temporal 
and adjacent bones, when resulting as a complication of 
suppurative otitis. Besides the local symptoms, the most 
characteristic evidence of an osteo-myelitis as affecting the 
bones of the temporal region is the profound constitutional 
intoxication, as indicated by the marked general depression 
and the high temperature curve. The temperature assumes 
almost the characteristic wave of a serious typhoid case. 
This marked general infection, early appearing cedema, and 
extensive area of tenderness seem to differentiate this con- 
dition in its early stages from a typical case of suppurative 
mastoiditis. In the later stages of the case, the occurrence 
of secondary foci of tenderness, infiltration, and abscess 
formation at points more or less distant from the original seat 
of infection, with which direct communication through the 
diploé may be made, should make the diagnosis very clear. 

My attention was first actively directed to the consideration 
of this disease as affecting the temporal bone by the occur- 
rence of a well marked case in a patient upon whom I had 
operated for mastoid abscess, without appreciating the grav- 
ity of the situation and the true character of the infection 
until some days after the original operation. As the case 
progressed, I became impressed with the seriousness of the 
symptoms and also as to their character. This case was 
reported by me before the Section of Laryngology and 
Otology of the American Medical Association, held at At- 
lantic City, N. J., June, 1900. My interest in the subject 
has been very much alive since my first case, but I was 
unable to make any further practical study of this subject 
until the past summer, when I had a second most typical 
case presented to me for operation. This second was 
almost a “book case”’ as to every feature that goes to make 
up a perfect clinical picture of osteo-myelitis. This latter 
case, with its typical temperature curve, the typhoid symp- 
toms, and the rapid extension of the lesion through the dip- 
loé tissue of the bone to the parietal and occipital bones, 
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caused me to inquire into the character of this invasion and 
to examine the literature of the subject. I was somewhat 
surprised at the paucity of the literature on this infection in 
connection with the temporal bone as a sequel to suppurative 
otitis. I found four cases reported under the title of osteo- 
myelitis of the temporal bone, all of which have been pub- 
lished since 1901. This does not include my own published 
case referred to above, as it was published under the title of 
‘Three Cases Illustrating Cerebral Complications of Otitis 
Media Suppurativa.” The existence of osteo-myelitis in 
this case was mentioned in the body of the paper as a com- 
plication which occurred in connection with the case. There 
is no doubt that other cases have been reported, as my first 
case was, under a title which gives no indication of the exist- 
ence of the osteo-myelitis in the case, the collection of which 
would require a great deal of case searching and with a great 
cost in time spent. There is also no doubt that some cases 
have not been reported on account of the operator not ap- 
preciating the character of the invasion, believing the condi- 
tions to be no other than a typical case of mastoid empyzma. 

There is no doubt, also, that cases have been lost, although 
reported, because they have been considered as severe types 
of mastoiditis running an atypical course, and in which the 
symptoms present and the pathological finds have not been 
given with sufficient definiteness to make the case clear. 
While taking up the consideration of this subject, I am not 
unaware of the fact that objection may be made to the use 
of the term osteo-myelitis as involving the temporal bone as 
a sequela of suppurative otitis as an unnecessary attempt to 
increase the nomenclature of this disease, and that this con- 
dition should be looked upon rather as a more severe type 
of suppurative mastoiditis. Such is not the case, however, 
as this case is clinically and anatomically entirely distinct 
from a typical mastoiditis; it immediately extends beyond 
the confines of the mastoid and is attended with profound 
general sepsis from the onset. Asit extends rapidly through 
the medullary structure of the bone, not limited by sutural 
borders, and as it corresponds to all the symptoms of acute 
primary osteo-myelitis, it cannot have any other term. 
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Case 1.—This case was the one reported before the Section on 
Laryngology and Otology, at the fifty-first annual meeting of the 
American Medical Association, held at Atlantic City, June, 1900. 
The patient was a white farmer, twenty-five years of age, who had 
a mastoid abscess of about six weeks’ duration. The mastoid 
swelling was intense and extended up nearly to the vertex of the 
skull, and well down below the tip of the mastoid; a great boggy 
mass of indurated tissue. He presented a typical typhoid con- 
dition, sallow skin, dry tongue. His temperature was 100.8° F. 
pulse 70, respiration 18. I must acknowledge that, at this time, 
I did not appreciate the character or gravity of this case. The 
patient was immediately operated upon. The incision was made 
through an extremely infiltrated colloid-like tissue, quite an inch 
in thickness; no perforation of outer table of mastoid. Cells found 
extensively destroyed, and freely curetted to apparent sound 
bone; tip of mastoid removed. Temperature and general con- 
dition showed slight improvement until the fifth day after the 
operation, when there was a chill, with a decided rise in tempera- 
ture, 102.6°. On removal of the dressing, the small area of indu- 
rated tissue in the neck below the mastoid tip was found to have 
broken down. This abscess cavity was evacuated. It was noted 
at this time that while the induration towards the vertex of the 
skull had markedly diminished, yet the tenderness over this area, 
as well as in the temporal and occipital regions, was greater than 
before the operation. The temperature again dropped after this 
operation, although still showing a septic wave. The tenderness 
over the parietal, temporal, and occipital areas still continued 
without abatement. Ten days later, there was another chill, at- 
tended with a sudden rise in temperature, and with the formation 
of an indurated area in the anterior temporal region. On pal- 
pating and making pressure over the indurated area in the tem- 
poral region, it was discovered that there was a flow of pus into 
the mastoid osseous wound at the superior part, and it was noted 
that this did not flow between the temporal fascia and the perios- 
teum, but into the depth of the mastoid wound itself, showing that 
there was a direct communication between the pus cavity in the 
temporal region and the mastoid cells; in other words, that the 
pus was formed entirely between the tables of these bones, and 
had caused a perforation of the outer table at the site of the 
abscess. An incision was carried back to the upper extremity of 
the mastoid wound, and the perforation of the outer table located. 
A probe inserted at this point could be readily carried up between 
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the tables of the bone as high as the parietal eminence and back 
into the mastoid bony wound. The outer tables of the squamosa 
and the parietal bones were removed until healthy osseous tissue 
was reached, and the inner table thoroughly curetted on its outer 
surface. There was again an improvement, although the septic 
character of the invasion did not disappear. Ten days later, 
there was a similar abscess formation well back in the occipital 
region, which presented all the characters of the invasion in the 
temporal region, and which was treated in a similar manner. 
Seven days later there was another decided septic invasion, indi- 
cating thrombosis of the lateral sinus. This thrombosed sinus 
was subjected to operative intervention. The patient died six- 
teen days after the operation for sinus thrombosis of meningitis. 
Case 2.—On Friday, June 19, 1900, I was asked to see a patient 
in consultation who had developed a mastoid abscess within five 
days after the initial rupture of the left membrana tympani, 
which was secondary to an acute influenza. I quite agreed 
with Dr. Sterling Ruffin as to his diagnosis, after examining the 
patient. The patient was a young maiden of fourteen years of 
age, who had previously been under my care for a chronic 
suppurative otitis of the right ear. On examination of the left 
ear, I found a well marked and fairly large perforation in the 
posterior quadrant, with quite a free discharge of thin watery 
pus. Marked tenderness over mastoid, squamosa, and posterior 
to mastoid, already showing infiltration of overlying soft tissues. 
The general condition of the patient impressed me greatly. She 
appeared very ill. Her temperature had never been below 102° 
since the invasion of the middle ear, and had attained an eleva- 
tion between 103° to 104° every evening. Her face was sallow, 
the tongue coated, and she had the appearance of an individual 
in the second week of typhoid. The pulse was soft and slightly 
compressible, about 110. Operation was considered necessary, 
but attempt at abortion was decided on for twenty-four hours, 
with the usual local and general treatment. The next morning, 
Dr. Ruffin telephoned me that, as the patient’s condition had 
grown worse instead of better, he would remove her to the 
Columbian University Hospital, for the purpose of having the 
operation done. At noon, on June 21, the operation was done. 
On cutting through the infiltrated soft tissue and exposing the 
bone, the latter was found to have a bluish-gray appearance. On 
chiselling the bone, it was found to be very friable, and bled 
freely. There was no pus found in cells or at tip of mastoid. As 
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progress was made towards the antrum mastoideum, a few drops 
of pus were observed, and, on opening antrum, about five or ten 
drops more were encountered. ‘The tip was removed, and the 
bone cut away above and posteriorly until apparently normal 
osseous tissue had been reached. The wound was dressed and 
the patient placed in bed. It will be observed from the chart 
that the temperature was 102° at 7:30 P.M. on June 2oth, the day 
of admission to the hospital, and remained about the same until 
immediately after the operation, when it registered 98.4°. At 
eight o’clock of the same evening it registered 104°. I recog- 
nized the fact that I had a high degree of sepsis, but, feeling 
assured that I had removed the source of infection, I did not feel 
anxious as to my patient for the first two days after the opera- 
tion, although the temperature and general condition showed 
no improvement. Frequent sponge and alcohol baths were em- 
ployed, they always being attended with a drop in temperature 
from one-half toone degree. On the third day after the operation, 
as the temperature was higher, 104.3°, and the general evidence of 
sepsis more marked, I became extremely anxious as to my patient’s 
welfare. The respirations were more rapid, 32; the pulse weaker 
and intermittent, 114; the tongue was dry, the lips parched and 
cracked, and there had developed a cough with profuse reddish- 
brown expectoration. The first dressing was made at 2:30 P.M. 
of this day. The packing was free from moisture, excepting in 
that portion of the dressing packed into the antrum. The cavity 
was cleansed and made ready for dressing. Before reapplying 
the dressing, I spent about five minutes carefully inspecting the 
well-cleansed and dried cavity for some possible clew to account 
for the maintenance of thesepsis. I was just about to replace 
the packing when I saw one pin-point yellowish glistening point 
deep in the wound, soon followed by several other similar points 
here and there disseminated over the osseous wound. These little 
points of pus grew larger, and, in about ten minutes, dropped 
down into the bottom of the cup-like mastoid wound. Only the 
lower portion of the wound was packed; the deep portion of the 
mastoid terminating in the antrum was covered only by super- 
ficial dressing. I saw now that the osteo-myelitis had extended 
beyond the confines of the area upon which I had operated, and 
recognized that quick action was necessary to save my patient. 
Three hours after the dressing, I again operated upon the patient. 
On removing the dressing, I found that the whole of the cup of 
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the wound had become filled with a thin grayish-yellow pus, 
amounting to about two teaspoonfuls, which had accumulated 
since the dressing. The wound was enlarged in the superior 
and posterior directions. The outer table of the squamosa was 
followed up to the parietal suture before healthy bone was en- 
countered. Backward along the mastoid the diseased bone was 
followed into the parietal and occipital bone before healthy bone 
was here reached, requiring extensive exposure of the lateral 
sinus. Most of the cells forming the diploé of the bone were 
filled with pus. The exposed inner tables of bone were freely 
curetted. Although there were no constitutional evidences of 
septic phlebitis and the sigmoid sinus appeared perfectly normal 
in the portion exposed, I decided to open it, in order to eliminate 
this as a remote possibility of being a factor in the general sepsis. 
The exposure substantiated the diagnosis. The wound was 
dressed and the patient returned to her room. The general con- 
dition of the patient began to improve at once, and the tempera- 
ture gradually and progressively assumed a lower place until the 
fifth day after the latter operation, when the patient had a slight 
chilly sensation, with slightly greater excursion of the tempera- 
ture. At the dressing made on the above-mentioned day, June 
29th, there was noted a marked redness of the face on the left 
side, as well as on the forehead. On July 2d, there was another 
slight chill, more marked than the former one, and, on examina- 
tion of the patient, I found that there was an extension of the 
superficial erysipelas over the greater portion of the back, extend- 
ing from the neck to the lower dorsal region. By July 3d, the 
erysipelas of the face had disappeared, and, by the 5th, nearly all 
of that on the back. On July 6th, the temperature assumed the 
normal and socontinued. The wound remained perfectly healthy 
from the time of the performance of the second operation until 
it had completely granulated. 
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TUBERCLE-LIKE BACILLI IN THE DISCHARGE 
OF CHRONIC PURULENT OTITIS. 


By Dr. A. DE SIMONI, MILan. 


[FROM THE PATHOLOGICAL INSTITUTE OF THE GENERAL HOSPITAL OF MILAN, DIRECTOR: 
PROFESSOR A, VISCONTI. ] 


ECENTLY it has been demonstrated that bacilli 
R exist which are quite similar to those found in 
tuberculosis, as far as morphology and coloring reaction are 
concerned. They can be differentiated by a peculiar growth 
on artificial media and by animal experimentation. These 
bacilli occur very frequently in milk and in commercial but- 
ter. They were discovered and their differentiation from 
the tubercle bacillus was described by Petri and others. 
They were also found present in infusions of several field 
herbs, and in the feces of herbivora, particularly in the feces 
of milk cows, who let fall the bacilli in the milk during the 
act of milking, united with little bits of feces that adhered 
to the skin. 

In the same manner the presence of pathogenic acid-fast 
bacilli were ascertained in the most varied affections of the 
organism: in pulmonary gangrene, by Frankel and others; 
in the oral cavity and in the dental coating, by Laabs, 
Rovida, and De Simoni; in simple bronchial catarrh, by 
Moeller and Lichtenstein; in syphilitic ulcerations of the 
mucous membrane of the nose, by Karlinski; in hyper- 
trophic tonsillar crypts, by Marzinowski; in the intestinal 
contents, by Mironescu; and recently by myself in the dis- 
charge of ozena and in the superficial layer of the tonsils. 

The knowledge of these bacilli is important from a prac- 
tical point of view. It is evident that the simple morpho- 
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logical examination of acid-resisting bacilli is no longer a 
sufficient evidence nor a proof of the tuberculous nature of 
a lesion, and does not invalidate the necessity of further 
researches, which will be sure to demonstrate the wide- 
spread occurrence of this tubercle-like bacillus. Acid-resist- 
ing bacilli are found in the discharge of purulent otitis; they 
are non-pathogenic and resemble bacilli found in milk and 
in bovine feces. They should not be confounded with the 
smegma bacillus, which cannot be cultivated on artificial 
media. 

Though purulent otitis due to tuberculosis can generally 
be differentiated from the other varieties clinically, cases 
occur not infrequently where the diagnosis and a rational 
treatment are greatly aided by the finding of a specific bacil- 
lus in the discharge. Whenever we find acid-resisting bacilli 
in the discharge of purulent otitis, it becomes necessary to 
determine whether the bacilli are tuberculous or not. 

My cases were those of a girl, nine years of age, daughter 
of well-to-do parents, and of a young farmer, twenty-six 
years of age, both healthy and without hereditary taint. 
The lesion in both cases was bilateral and dated back several 
years. According to the patients’ statements, apparent 
cures were noticed at intervals, with occasional relapses and 
transitory but violent pain; periods of abundant discharge 
alternated with periods of scarcely any. No regular treat- 
ment had been followed. 

On examination, after cleansing the auditory canal, the 
usual alterations in these cases were observed: a diffuse red- 
ness in the canal, perforation of membrana tympani in the 
inferior quadrants; the tympanic mucous membrane red 
with flabby granulations. In both cases hearing was slightly 
diminished. 

The microscopic examination of the pus stained with car- 
bol-fuchsin or Léffler’s methylene blue, revealed a very large 
quantity of germs: very many cocci, single or in groups, of 
various sizes; long, slender bacilli, or short and thick ones, 
not definable ; capsulated diplococci; many pus corpuscles, 
some phagocytes showing fatty granular degeneration. In 
the specimens stained for tubercle bacilli, a great number of 
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long, slender bacilli were present; they were grouped to- 
gether, intensely colored red, and gave at first the impres- 
sion of being tubercle bacilli. These bacilli, however, were 
longer, their protoplasm was greater in quantity and more 
homogeneous. This, taken in connection with the chro- 
nicity of the lesion and the absence of complications, left no 
doubt that they were not tubercle bacilli. These were, 
therefore, bacilli belonging to the acid-fast group, destitute 
of virulence and toxic qualities. 

A bacillus cultivated from the first case presented the 
following characteristics : 

Morphology. Reaction to Stains.—lIt is a straight bacillus 
or only slightly curved, with pointed ends, rather long and 
slender, a little longer and more slender than the common 
tubercle bacillus, particularly in liquid media and in recent 
cultures. They are stained with the ordinary aniline dyes, 
quite like tubercle bacilli, and are not discolorized by Gram. 

Growth—This bacillus develops well enough at room tem- 
perature (18°-20°C.); better, however, in the thermostat, at 
35°-38°C.; it is immobile, facultative aérobic; not gas form- 


ing; not developing spores. On agar after thirty-six to . 


forty-eight hours in the thermostat, small superficial colonies 
are formed, rounded, slender, very slightly elevated, and of 
whitish color. Under the low power the colonies show clear 
contents with darker central nucleus and finely fringed mar- 
gins; and after five or six days in the thermostat they turn 
a pale rose color, become irregular in form with a wrinkled 
and nodular surface. In agar slant tubes, after forty-eight 
hours in the thermostat, a dry, pasty, circumscribed, and 
slightly elevated growth, with irregular margins, appears ; 
after five to six days it becomes diffused, somewhat thicker, 
of a decidedly rose color, with an irregular and wrinkled 
surface. It does not liquefy gelatine. In stabs a rose-colored 
growth appears on the surface; along the stab a slender, 
granular, pale, rose-colored growth ensues. Broth is not 
clouded ; a granular deposit appears in the bottom of the 
tube. On the surface of the broth there is formed a fine, 
transparent rose-colored pellicle which spreads on the walls 
of the tube. In milk it grows readily without causing 
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coagulation. On the potato it develops into a dry, pasty, 
circumscribed growth, of the same color and _ irregular 
surface. It is non-pathogenic. Guinea-pigs and rabbits 
inoculated with one or two ccm of a fresh culture in broth 
subcutaneously in the abdominal cavity, or directly in the 
circulatory channel, suffered no ill effects. Old cultures of 
twenty days remain also inactive. Animals examined at 
variable periods from the time of inoculation presented 
no lesions in the internal organs. The bacillus cultivated 
from the second case presented, in the main, the same 
features. 

We see that this organism, beyond some morphological 
similarity and an acid-resisting property, does not resemble 
the tubercle bacillus. The occurrence of these acid-fast 
bacilli in purulent otitis has not been previously noted. It 
is a further proof of the universal growth of this bacillus, 
and shows that we should not be too hasty in diagnosticat- 
ing the tuberculous nature of a purulent otitis media from 
the presence of bacilli that resist acids. 











CONTRIBUTION ON OTOGENOUS DISEASES OF 
THE BRAIN, MENINGES, AND VENOUS 


SINUSES. 
By Dr. SUCKSTORFF anp Dr. HENRICI, Rostock. 
Translated by Dr. ARNOLD KNappP. 

(Continued from page g61, Vol. XXX1J., of these ARCHIVES.) 


(With temperature chart on Tables III, and IV. from Vol. XLIV., Zeitschrift 
Stir Ohrenheilkunde.) 


Case 54.—Sinus phlebitis and septic pyemia following acute mas- 
toiditis. Several operations. Recovery. (Temperature chart.) 


E. K., seventeen years of age, a servant girl, applied for treat- 
ment on April 27, 1902, on account of right-sided acute purulent 
otitis. 

The canal contained a large quantity of pus, the A/¢ was very 
red but not bulging, a perforation down and below. The mastoid 
process and tragus were sensitive to pressure. On May 23d this had 
increased. There was a distinct swelling of the periosteum over 
the mastoid process, and as the discharge had not diminished the 
patient was admitted to the clinic. 

Operation, May 24th.—Periosteum was found somewhat thick- 
ened, there were some hemorrhagic points, and some small beads 
of granulation tissue in the mastoid fossa; the cortex was very 
thick; there were some small cavities filled with pale granulations, 
and a somewhat deeper and larger cavity containing granulations. 
The wound was partially sutured. 

Subsequently a swelling developed under the mastoid process. 
Temperature went up to 40.2°. Severe pain was experienced over 
the region of the squama. The patient was dizzy on sitting up, no 
vomiting, no signs of paralysis, no rigidity of neck. Ocular move- 
ments normal. Pulse 120, strong, and regular. 

Second Operation, Fune 4th.—The incision was prolonged back- 
12 























Ata 





= 


a 


eA 








Otogenous Diseases of the Brain, etc. 13 


wards, the bony cavity enlarged, more pneumatic cells containing 
pus and granulations were exposed. These were found to extend 
backward to the sinus. The sinus wall was thickened, grayish- 
white. On exposing the sinus an unusually large emissary vein 
was ruptured. Severe hemorrhage necessitated packing and in- 
terruption of the operation. The headache continued, the fever 
did not decrease, the right eye was somewhat prominent but 
otherwise normal. 

Fune 5th.—In the afternoon a sudden fall of temperature, with 
relief of the headache. On the following day the patient vomited; 
on June 7th the temperature rose to 39.6°, pulse 100-115, moder- 
ate headache. The protrusion of the eye had again disappeared. 
On June roth the temperature rose in the afternoon to 40.6°, with 
slight chill and headache. 

[hat evening, at six o'clock, the ¢hird operation was undertaken. 
The incision was prolonged backward, the sigmoid and transverse 
sinuses were exposed in both directions. The sinus wall was dis- 
colored and felt hard. In the horizontal portion the discoloration 
ceased, and the puncture behind this showed fluid blood. Pulsa- 
tion of the brain could be felt at the thrombosed portion. The 
jugular vein was then ligated, after a number of glands had been 
removed. The vein was found collapsed, empty from the junc- 
tion with the facial vein upwards. The double ligation was per- 
formed directly above the junction with the common facial vein. 
The sigmoid sinus was then incised, a soft grayish-red thrombus 
removed from both directions, followed by profuse hemorrhage. 
The wound was packed. After the operation, repeated vomiting. 

[he patient did very well. On June 15th the temperature rose 
again to 39.3°, with moderate pain during swallowing. On June 
17th, temperature in the afternoon rose to 40.6°. The sinus was 
then exposed farther backwards, up to a point where it presented 
its normal blue color. In this newly exposed region the sinus 
was found to be thrombosed and yellowish. The masses were 
evacuated and hemorrhage followed. On the following day the 
temperature again rose, with a chill, to 40.5°. Subsequently no 
fever until June 25th, when, after a severe chill, the temperature 
was 40.5°. There was nothing to account for this, no headache, 
no pulmonary symptoms. The temperature subsequently remained 
normal. The wound was healed on July 31st. 

The patient was seen again in November. The wound was dry 
and the hearing was almost normal. 
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Remarks.— The anticipated sinus resection was delayed 
on account of the profuse hemorrhage from the emissary 
vein. Not until six days afterward could the packing 
be removed from the bleeding point and the operation 
completed. Even then, re-formation of a thrombus farther 
backward was not prevented and necessitated another evacu- 
ation. The ligation of the jugular vein was without influ- 
ence on the course of the disease, as the vessel was empty. 

The septico-pyzmic infection is still unexplained. The 
body either required a rather long time to overcome the 
primary infection, or septic material from the secondary 
thrombus was conveyed to the junction of the sinuses at 
the torcular, and from there entered the general circulation 
along the other side. 

The absence of changes in the eye-grounds was not un- 
usual, agreeing in this with our experience, that sinus phle- 
bitis usually runs its course without such changes. The 
transitory protrusion of the right eye remained unex- 
plained. 

Case 55.—Abscess of the temporal lobe in the course of chronic 
middle-ear suppuration, with polypi and destruction of the tegmen 
antri. Operation. Death, probably from progressive encephalitic 
meningitis. 

J. K., thirty-one years old, wife of laborer. 

Previous History —Otorrhea in childhood, without any dis- 
charge for ten years. In July of this year, after slight pain in the 
right ear the discharge reappeared. After several weeks it ceased, 
reappearing in November and causing the patient to apply at our 
clinic on November 14th. 

The right canal was occluded with polypi and pus; several 
polypi were removed with the snare. The canal was then found 
to be narrowed by a hyperostosis. With a small probe epidermal 
masses and pus could be extracted from the depth. A distinct 
picture of the tympanic conditions was not obtained. There were 
no headaches and no vertigo; the eye-grounds were normal. The 
patient refused to enter the hospital, and returned home. 

On November 23d, she was brought to the hospital in an un- 
conscious condition. On the day following her last visit to the 
dispensary, pain in the right ear and vertigo set in. The patient 
went to bed; she had fever and vomited. On November 2oth 
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she became unconscious and has remained so. During the last 
days her husband noticed that the left arm and leg were not 
moved. 

On admission, November 23d, a well-nourished woman, un- 
conscious ; reacts slightly to needle pricks, and only moves the 
right arm. If both arms are raised and moved about, a slight 
rigidity in the left arm is noticeable, and on letting go the left 
falls quicker than the right. There is no labial herpes, no facial 
paralysis, no rigidity of the neck. The corneal reflexes are pres- 
ent, the pupils are even, react promptly; the eye-grounds are 
normal; the patellar reflexes are normal. The cutaneous sensi- 
bility in the face and in the left half of the thorax is somewhat 
diminished. The right mastoid process is apparently normal. 
The right canal contains a great deal of pus, but no sagging of 
the wall. The urine is normal; temperature 38.8°; pulse 132, 
and regular. Leucocyte count showed 12,000. 

Clintcal Diagnosis ——Chronic purulent otitis, with polypi and 
intracranial complication, probably abscess in the right temporal 
lobe. 

Operation was immediately undertaken, at first under chloro- 
form, later without any narcosis. The right auricle was detached 
according to Stacke. The soft parts and the periosteum were 
thickened, the bone very sclerosed. At a slight depth the dura 
of the middle cranial fossa and the sinus were exposed. Both 
appeared healthy. On proceeding in the direction of the antrum, 
the dura of the middle cranial fossa was again encountered, and 
the entire roof of the antrum was found wanting. The dura in 
this region was covered with granulations which hung down into 
the antrum. The antrum contained several sequestra, granula- 
tions, and epidermis scales. The tympanum contained granulations 
and epidermal masses but no ossicles. The antrum and the tym- 
panum were freely exposed, then the opening into the middle 
cranial cavity was enlarged in the direction of the squama, The 
entire tegmen tympani was removed. Palpation of the exposed 
dura showed slight pulsation. The wound cavity was cleansed 
with 1:1000 sublimate solution ; the dura was incised through the 
granulations in the region of the roof of the tympanum; at a 
depth of about 2cm pure pus appeared. The incision of the dura 
and of the external abscess wall was continued outwards to the 
outer surface of the temporal lobe. Some more purulent masses 
were evacuated, especially on holding the margins of the wound 
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open. On palpating and inspecting the abscess it seemed almost 
as large as a child’s fist, apparently with very few depressions and 
surrounded by a firm membrane. The pulse dropped from 128 
to go and then again rose to 110-120. A drainage tube was 
introduced into the abscess cavity and was surrounded by iodo- 
form gauze. 

After the operation the patient became conscious and answered 
questions. She apparently suffers a great deal from thirst. 
Temperature had fallen to 37.4”. 

Nov. 24th.—Temperature 36.5°; pulse 84, uniform and strong. 
Patient remains conscious ; answers correctly, though slowly ; 
does not complain of pain, but of great thirst. Extremities on 
both sides can be easily moved. There is no disturbance of the 
eyes ; right—slight ptosis, pupils uniformly wide. In the face, 
the left half appears a little anzsthetic. That evening the drain- 
age tube was shortened. ‘The wound presented nothing unusual. 
The discharge from the abscess cavity was only moderate. 
After the dressing the patient appeared somewhat stuporous ; 
no movement of the bowels. 

Nov. 25th.—Temperature 36.3°; pulse 72, strong and uniform, 
Pain in the right half of the head, unquenchable thirst ; answers 
questions slowly, though correctly ; right—slight ptosis, ocular 
movements normal, During the dressing, after removing the 
drainage tube thin fluid pus was evacuated. The cavity was 
dipped out and the drainage tube re-inserted. The bowels moved 
after castor oil. Quantity of urine passed in the last twenty-four 
hours, 1200 ¢cm, no sugar. 

Nov. 26th.—The patient appears languid and sleepy, is roused 
with difficulty ; answers, however, correctly. The ophthalmo- 
scopic examination revealed slight blurring of the disc margins. 
Leucocyte count 17,000. Urine r400ccm. Temperature 36.6°, 
pulse go. 

Nov. 27th.—Temperature 36.9°, pulse 70. The wound is ap- 
parently doing well. There was some thin fluid pus escaping 
from the abscess cavity, which is apparently 3cm deep. The pa- 
tient appears to be somewhat brighter, appetite is better and thirst 
is less. 

Nov. 28th.—Temperature 36°, pulse 72. Moderate pain in 
the right side. Patient is continually gaping. In the evening the 
temperature began to rise, the patient became more sleepy and 
could be roused only with difficulty. Sudden collapse at ten in 











Ace Sar 


PR UES 








Otogenous Diseases of the Brain, ete. 17 


the evening, pulse rose to 160, right half of head and chest be- 
came very red, and death ensued. 

An autopsy could not be obtained. On investigating the vicinity 
of the wound, we found the dura and pia very anemic. The pia 
was smooth and glistening, the gyri flattened, the sulci obliterated, 
the brain substance in the parts surrounding the abscess softened. 


Remarks.—A large abscess with a membrane in the tem- 
poral lobe was evidently present nine days before its evacua- 
tion, at the time when the polypi were removed from the 
ear. The rigidity in the paretic arm speaks for simultaneous 
meningeal irritation ; and the psychic condition of the patient 
after the evacuation of the abscess, for an extensive lesion 
of the cerebrum. If, in addition, we take into regard the ex- 
ploration of the pus cavity and its surrounding parts after 
death, it seems probable that at the time of the opera- 
tion—as is so frequent in such cases—progressive encepha- 
litis was present about the abscess. The diagnostic value of 
the leucocyte count in this and similar cases is a subject to 
which we will subsequently return. 


Case 56.—Deep-seated extradural abscess in the posterior cranial 
fossa, cerebellar abscess, obliteration of the transverse sinus with 
purulent meningitis after chronic purulent otitis; opening of the 
antrum and evacuation of the extradural abscess. Death. Autopsy= 
report. 


K. L., laborer, thirty-one years old, was admitted on September 
15, 1902. He had previously been in good health. For three 
weeks patient suffered from headache. On September gth he had 
not been well and had stayed in bed for two and a half days. On 
the 13th of that month he again went to bed and became stupor- 
ous ; complained of headache. ‘The left ear is supposed to have 
discharged for an indefinite length of time. 

On admission the patient was languid, scarcely reacted to ques- 
tions. ‘The left corner of the mouth hung down, the naso-labial 
groove obliterated, slight left ptosis; the abdomen is retracted. 
The left patellar reflex preserved, the right cannot be demon- 
strated ; the right cremaster reflex distinct, the left not present. 
Abdominal reflexes on both sides are present, Kernig’s con- 
tracture, distinct rigidity of the neck. The extremities can all be 
moved, 
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The left canal contains pus of slightly fetid odor, with debris 
and epidermis scales. The J/¢ is absent; a polyp hangs down 
from above and back; the coverings of the mastoid process 
appear normal ; the tip of the nose and the lips present herpes. 

Condition of the Eyes.—Pupils are uniform ; papille are very 
hyperemic, the limits somewhat ill-defined. 

Lumbar puncture was performed. This was made difficult on 
account of the position of the vertebral column and the muscular 
rigidity on both sides. Only a few drops of lumbar fluid, together 
with some blood, were obtained. The fluid showed numerous 
leucocytes and red blood corpuscles, in the combination of about 
I-15 to 1-20. 

Operation.—The mastoid process was sclerosed, the antrum 
was small and contained discolored granulations ; in its vicinity 
the bone appeared hyperemic and softened. The dura of the 
middle and posterior fosse was exposed. The dura was hyper- 
zemic and lustreless. A few small granulations were on the sinus 
wall. <A drop of pus to the inner side of the sigmoid sinus came 
from a fistula, which was followed and led to a deep-seated extra- 
dural abscess in the posterior fossa, whose dural wall was dis- 
colored. The temporal lobe and cerebellum appeared tense ; 
pulsation was not marked. Puncture in both directions was 
negative. P 

Bacteriological examination of the lumbar fluid showed leuco- 
cytes and isolated diplococci, which, however, were not distinctly 
intracellular. The culture after fourteen hours was sterile. An- 
other culture showed a growth of cocci which in size resembled the 
diplococcus of Weichselbaum or the streptococcus intracellularis 
meningitidis of Jager. Baeteriological examination of the pus 
from the extradural abscess was negative. 

Nov. 16th.—The sensorium as before the operation; occasion- 
ally marked motor unrest. Patellar reflexes absent, no paralysis, 
sensation not affected. Dermographia ; left eyelids can be closed, 
though their motility is somewhat restricted. The patient passes 
urine involuntarily. Pulse, 114; temperature, 38.7°. 

Nov. 17th.—The condition in general about the same, the 
changes in the eye-grounds more marked ; pulse, 134. 

Nov. 18th.—The motor excitement more marked, the sensorium 
perhaps less affected, facial paralysis more marked, the left eye 
cannot be closed. Pulse, 116; temperature, 38.8°. 

Nov. 19th.—Greater restlessness. Horizontal nystagmus on 
looking to the right. Pulse, 130; temperature, 39.4°. 
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Nov. 20th.—Sensorium affected, more rigidity of neck, marked 
restlessness. Pulse, 126; temperature, 38.8°. 

Nov. 21st-—Opisthotonos. Slight left-sided abducens paralysis. 
Pulse, 148; temperature, 40°. 

Nov. 22¢d.—Pulse gradually failed, and with a continuance of 
the same symptoms the patient died. 

Autopsy-Report.—Dura very hyperemic ; also the pia of the con- 
vexity ; the gyri are flattened, the venous sinuses contain post- 
mortem clots; purulent exudate at the base of the brain about 
the chiasm and clivus and on both sides at the base of the cere- 
bellum. This extends to the cauda equina; isolated purulent 
deposits, especially about the left Sylvian fossa; the lateral ven- 
tricle contains purulent fluid. The dura over the tegmen tympani 
is apparently unchanged. On the posterior surface of the petrous 
bone the dura corresponding to the cavity of the operation is 
covered with pus. In this locality an abscess as large as a hazel 
nut is found in the left cerebellar lobe, surrounded by a mem- 
brane several mm in thickness. No direct communication 
between this abscess and the extradural collection can be demon- 
strated. The left transverse sinus is in its entire sigmoid course 
obliterated and converted into a connective-tissue band. The 
temporal bone was removed, and on examination of the tympanum 
the facial nerve was found exposed for a long part of its course. 
The ossicles, including the stapes, are absent. The region of the 
oval window is obliterated by fibrous scar tissue. In the semi- 
circular canals there is no pus, nor in the internal porus acusticus. 


Remarks.—The previous history of the patient was uncer- 
tain, and, owing to the stupor of the patient, could only be 
obtained from his master. The course of the disease, how- 
ever, is probably as follows: 

In connection with an old chronic otorrhcea, which had led 
to the loss of all the ossicles and fibrous obliteration of the 
oval window, an apparently latent sinus thrombosis had led 
to the obliteration of the sinus. This complete conversion 
of the sinus into a solid connective-tissue band probably 
occurred a long time ago; the meningitis and the cerebellar 
abscess, of course, are of recent date. The deep-seated ex- 
tradural abscess in the posterior cranial fossa evidently 
appeared first. This was directly followed by an abscess 
in the adjoining part of the cerebellum. 
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The cerebellar abscess, according to the history, had 
existed for three weeks at least. The thickness of the 
abscess membrane would not contradict the presence of an 
abscess of that duration. On September 13th a diffuse men- 
ingitis set in with violent symptoms, secondary to the cere- 
bellar or extradural abscess. 

The facial paralysis was due either to pressure of the 
meningeal exudate on the nerve at the base of the skull or 
to destruction of the facial canal in the tympanum. The 
cortical lesion could not have produced the paralysis, as 
the meningeal exudate in the region of the sulcus of Rolando 
on the opposite side was not marked. The internal auditory 
meatus was free from pus. 

The tenseness of the brain in the middle cranial cavity 
was unusual. The brain substance prolapsed through an 
incision of the dura Icm in length. One could have sus- 
pected an abscess or a ventricular hydrops. This tenseness, 
however, was produced by a general hyperemia of the men- 
inges, which had led to a flattening of the cerebellar convo- 
lutions. The ocular changes are not unusual, as they are 
almost always present in a combination of intracranial otitic 
changes, and are generally absent in the presence of only 
one lesion. 

The lumbar puncture was made very difficult in this case 
on account of the marked opisthotonos. The spinous pro- 
cesses were forced so closely together that their palpation 
was made very difficult. 

Though the result of the first lumbar puncture showed 
that an operative intervention offered slight prospect for 
success, we nevertheless operated, as cases are well known 
where cerebral abscess and not purulent lepto-meningitis was 
present, with slightly cloudy lumbar fluid, with a few leuco- 
cytes and rigidity of neck. 


Case 57.—Large extradural abscess in the middle cranial fossa, 
necrotic destruction of the dura, purulent exudate in the subdural 
arachnoid spaces of an unusual, disseminated distribution, following 
chronic purulent otitis ; with autopsy-report. 


C. B., seventeen years old; left-sided otorrhoea since childhood. 
Two days ago his parents received a postal card from him with in- 
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comprehensible contents. On the advice of their physician they 
took him on October 15, 1902, to the Ear Clinic. The patient 
was somewhat somnolent and unclear in his head and had been in 
bed for a number of days. 

On admission—a well-built man, with a pale face, replying 
“Yes” to all questions, slight somnolence, swaying on standing 
or walking, no distinct rigidity of the neck, no paralysis of the ex- 
tremities or of the facial nerves. Patellar reflexes present, ab- 
dominal reflex absent, no Kernig’s flexion contracture. Pupils are 
equal in size and react promptly, the eye-grounds show tortuous 
and congested veins, the nasal half of the disc is somewhat swol- 
len. Pulse, 102; temperature, 40.1°. 

Pus in the left auditory canal, a perforation in the posterior 
quadrant filled with epithelial masses. The rest of the drum 
is red and thickened; no bulging. Coverings of the mastoid 
process are normal, slightly tender in the mastoid fossa; the right 
ear normal. 

Operation.—Incision according to Stacke. The antrum was 
exposed, the mastoid process proved to be sclerosed. After ex- 
posing the antrum, a thin, dark green fluid with purulent flocculi 
and gas suddenly escaped from the upper and external margin of 
the bony cavity, apparently coming from the middle cranial fossa. 
The incision is prolonged upwards and backwards, the middle 
cranial fossa is exposed from the tegmen antrum to the region of the 
squama, A part of the temporal squama, and a small part of the pa- 
rietal bone, are removed. In the middle of this exposed region the 
dura is found destroyed, and the brain covered with clouded and 
reddened pia prolapsed to the size of a hazel-nut. The exposed 
dura is greenish-yellow; in the direction of the floor of the middle 
cranial fossa it is covered with healthy appearing granulations. 
On elevating the dura from the margins of the bony defect no 
more pus appears. The sinus is not exposed, the antrum con- 
tains cheesy masses. The tympanum is then exposed, the ham- 
mer extracted. The prolapsed brain is punctured, without any 
result. The exposed dura pulsates and is apparently under 
considerable pressure. 

The pus presented coli-like bacilli. Toward evening the neck 
became distinctly rigid. The patient continued to be somnolent, 
passed urine involuntarily. Pulse, 110; temperature, 40.3°. Dur- 
ing the night a sudden chill. 

Oct. 16¢h.--Is more stuporous, the neck is very rigid, the right 
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arm is paralyzed, the right leg is not paretic, the patellar reflexes 
are absent, as well as Kernig’s flexion contracture. 

Operation.——Slight left-sided ptosis, the eye-grounds as yester- 
day, the congestion of the vessels in the left eye somewhat more 
marked. Repeated chills during the afternoon and evening; 
patient is able to swallow well. Pulse, 120-138; temperature, 
40.3°-41.2°, 

Oct. 17th. — Restless night, completely unconscious, rales, 
Cheyne-Stokes respiration, pulse 156, temperature 40.2°; death 
in the morning. 

Autopsy confirmed that the infection of the interior of the skull 
had extended from the middle ear through the diseased tegmen 
antri. The extradural abscess had evidently first been formed, 
had extended along the floor of the middle cranial fossa between 
the dura and the temporal lobe, and had perforated the dura on 
the lateral surface of the temporal lobe. After the evacuation 
of the abscess and exposure of the diseased dura, a small part of 
the temporal lobe protruded through the opening in the dura. 
At this point the infection led to a purulent accumulation in the 
arachnoid and subdural regions. At the base of the brain, corre- 
sponding to the arachnoid suppuration, a plastic exudate was 
found in the subdural space adherent to the inner surface of the 
dura. On the side of the diseased ear with its extradural abscess, 
no subdural and no arachnoid suppuration was present, while on 
the opposite side both conditions were present at the lower sur- 
face of the temporal lobe. The sinus contained fluid blood and 
post-mortem clots. Where the exudates were absent the pia con- 
tained a moderate amount of blood and was transparent, without 
cedema. The ventricles contained neither increased nor very 
cloudy fluid; the convolutions were somewhat flattened. The 
cerebellum and cerebrum contained about the usual amount of 
blood. The surfaces of the incision were somewhat moist and 
quite firm. The left internal auditory meatus contained no pus. 
The right ear was also healthy. The spinal canal showed no 
pus. 


Remarks.—This case was operated because on admission 
no symptoms existed which were indicative of a meningitis, 
while the possibility of a brain abscess was evident. The 
certain signs of a meningitis appeared after the operation. 
The lumbar puncture, which we did not perform, would 
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probably not have given us a fluid containing much pus, on 
account of the tenacious plastic exudates. 


Case 58.—A large perisinuous abscess after chronic middle-ear 
suppuration after otitis; operative evacuation; spontaneous rup- 
ture of the transverse sinus; optic neuritis increasing after opera- 
tion; recovery. 


M. K., twenty years old, was admitted October 16, 1go2. It 
was impossible to obtain any history from the patient. She is 
able to walk only when supported on either side. A tendency to 
fall to one side is not apparent. She is in considerable collapse 
—cold perspiration; small pulse, over 100 and regular; sensorium 
clouded. The patient does not react; on probing the tympanum, 
complains of no pain. The tongue is dry, coated, as well as the 
lips, the teeth, and the gums; no paralysis; reflexes present. 

The right mastoid process is very tender. In the mastoid fossa 
the coverings are distinctly swollen, the swelling extending pos- 
teriorly and below the mastoid process. In the retro-maxillary 
fossa there is a well-marked swelling (glandular); the cervical 
veins show no abnormity. The right ear-canal contains thick 
pus, without odor. After cleansing there is no sagging of the 
upper wall. The J/¢ and ossicles are destroyed. From the pos- 
terior part of the attic a polyp protrudes. Eye-grounds: pupils 
normal, react promptly; the discs are prominent, with ill-defined 
margins. ‘The discs are of a dirty yellowish-gray, red in the cen- 
tre; the vessels are congested and tortuous; there are no hemor- 
trhages. The conditions on the right and left side are the same. 
The left ear is normal. Temperature 39°, leucocyte count 1400. 

Operation.—Vertical incision $cm behind the auricle, in the 
middle, prolonged backwards. On the first incision, a small 
quantity of pus escapes. ‘The coverings are infiltrated, the peri- 
osteum is thickened, of a grayish-red except in the region of the 
well-preserved masto-squamosal fissure. In the upper part of this 
there is a perforation with granulations. The mastoid process is 
exposed first at the tip. No pus is found; then, proceeding up- 
wards behind the masto-squamosal fissure, a number of small 
cavities in the sclerosed bone are exposed. On the second blow 
of the chisel a spurt of pure pus 4cm high appears, immediately 
followed by a still higher spurt of dark blood. The chisel could 
surely not have entered the sinus, as the first spurt was composed 
of pure pus and evidently came from a suddenly evacuated peri- 
sinuous abscess. Unquestionably the diseased sinus-wall ruptured 
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upon the sudden diminution of the pressure. The hemorrhage is 
stopped with packing; operation concluded; lumbar puncture. 
From the canula no fluid escaped, but alongside of the needle a 
clear fluid containing some blood but no leucocytes escaped. 

After the Operation.—The patient came to, appears very much 
improved, reacts readily, answers all questions, and smiles. Pulse 
rate has dropped from 1o2 to 60; temperature from 39.1" to 38°. 

Oct. 17th.—The general condition continues good, the tongue 
is no longer coated ; temperature 36.3°, pulse 68, leucocyte count 
7,200. 

Oct. 18th.—Conditions are the same. Patient complains of 
slight pain in the right ear. On examining the eyes the discs 
are distinctly prominent—1 D. The periphery of the swelling is 
somewhat pale. 

Oct. 20th.—The patient is not as cheerful as on the day pre- 
vious. Complains of some pain in the right ear. Temperature 
in the evening 37.4°. The compressing gauze tampon was re- 
moved from the region of the sinus without being followed by 
hemorrhage. In the small abscess opening in the bone there is a 
pulsating drop of pus coming from a small cavity, On examining 
the eyes the margins of the discs appear to be more ill-defined 
and the swelling more discolored, the right disc more prominent 
than the left. 

Oct. 22d.—The general condition good. Temperature 37.1”, 
pulse 60-78. In the abscess cavity some thin pus; the exposed 
bone is unusually pale. 

Oct. 25th.—Condition is better, temperature 37.4°; pulse is 
slow, 56, regular, and of good quality. 

The Operation is Completed.—Horizontal incision is made from 
the upper part of the vertical incision to the temporal fascia, the 
auricle is retracted downward, and the upper posterior margin of 
the external auditory canal is exposed. Internally to the supra- 
meatal spine the bone is rough. The bone between the canal and 
the cavity made at the last operation is removed, and on enlarging 
the bony canal in a posterior and upward direction we attempted 
to reach the antrum. This is very difficult, because the sinus is 
unusually displaced outwards and forwards. The middle cranial 
fossa is very deeply placed, the dura of this fossa is enlarged. 
Conditions in the posterior cranial fossa are as follows : The por- 
tion corresponding to the cavity made at the last operation is 
covered with granulations which pulsate, and some pus exudes. 
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On careful examination the granulations are found to be situated 
on the sigmoid flexure of the transverse sinus. Towards the inner 
side the bone from the antrum to the cerebellar dura is affected. 
Behind the sigmoid flexure the dura is covered with healthy 
granulations and no more pus is encountered. The antrum and 
tympanum contain granulations and epithelial scales. In the 
midst of the granulations there is a sequestrum; a part of the 
hammer alone remains. An inverted Stacke flap is formed, which 
is pressed upwards against the temporal muscle. The posterior 
wound is kept open. 

Oct. 27th.—The patient complained of considerable pain in 
the wound. The dressings are changed. The wound looks 
healthy. Temperature 37°, pulse 58. ‘The left optic disc is some- 
what prominent, the right is going into a choked disc. The 
margins are indistinct, the disc itself is prominent, and the vessels 
show a distinct bend. 

Oct. 29th.—Condition good. Pulse very slow but of good vol- 
ume, between 50 and 60; no fever; on changing the dressing 
there is moderate discharge from behind the ear. 

Oct. 31st—General condition good. Pulse unusually slow, 42- 
48. On changing the dressing the condition of the wound is 
unchanged. The eyes reveal a marked condition of choked disc, 
the right swelling 4 D., the left 3 D.; the vessels moderately 
tortuous, no hemorrhages. 


Nov. 21st—The patient gets up; the gait is somewhat un- 
steady ; no vertigo and no ataxia ; pulse increased to roo. 
Nov. 8th.—The condition continues to improve, the wound 


1 


is healing rapidly. Pulse on being up, 80-90, on lying down, 
50; it is always strong and regular. It appears that the slow 
pulse of the patient is peculiar to her, and is not produced by any 
pathological process. 

Nov. 17th.—The conditions are the same. In addition to the 
choked discs there are numerous hemorrhages. 

Nov. 23¢.—The swelling of the discs appears to be diminish- 
ing, the margins are very indistinct, the venous congestion less 
marked. 

Nov. 30th.—The swelling was measured, and proved to be in 
the right 3 D. and in the left 2 D.; no new hemorrhages ; vision 
in both eyes normal. 





Remarks.—Sudden evacuation of the large perisinuous 
abscess under considerable pressure was followed by the 
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rupture of the diseased sinus-wall. The necessary compres- 
sive bandage may have subsequently induced a thrombus, 
which may explain the increase in the optic neuritis follow- 
ing after operation. This case, as well asa number of others 
which we have previously observed, demonstrates that a 
post-operative increase of the optic neuritis does not neces- 
sarily give a bad prognosis. 


Case 59.—Perisinuous abscess in acute mastoiditis ; operation ; 
recovery. 


P. W., three and one-half years old. The boy had always been 
well. In the night of November 6th sudden pain in the right ear, 
followed by discharge on the following morning. On the fifteenth 
and twenty-first repeated vomiting. Admission on November 22d. 

The boy is well nourished, no fever, eye-grounds normal. The 
right ear-canal contains muco-pus ; no sagging of the walls; the 
‘drum is reddened and thickened. 

A perforation exists in the posterior and inferior quadrant, oc- 
cluded by the swelling of the tympanic mucous membrane; above 
and backwards is apparent bulging. Paracentesis reveals blood 
and some pus. The mastoid process is everywhere sensitive to 
pressure and slightly swollen; the skin over the thickened perios- 
teum is easily moved. 

Nov. 25th.—The local conditions in the mastoid have increased, 
the vomiting has not been repeated. 

Operation, Nov. 25, 1902.—A vertical incision 4cm behind the 
auricle. Periosteum thickened; a number of small glands; the 
cortex presents a number of blood points in the mastoid fossa; 
in the posterior upper half it is blue in color. The bone is re- 
moved in the fossa; it appears hyperemic but not softened. At 
a depth of 4cm a fistula was encountered, coming from the back 
and containing pulsating pus. The bone in the region of the 
antrum is softened. The antrum is enlarged with a sharp spoon; 
the cutaneous incision is prolonged backwards, the fistulous tract 
is exposed. More pus is evacuated, which comes from the sig- 
moid fossa, where the sinus has been separated from the bone by 
the purulent accumulation. This accumulation extends down to 
nearly the region of the bulb. The sinus is grayish-red and feels 
hard, but transmits brain pulsation. The surrounding bone is 
removed. Iodoform gauze packing. 

Dec. 8th.—Subsequent recovery has been uneventful; the wound 
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behind the ear is healing nicely; there is still some discharge from 
the middle ear. 

Dec. 18th.—Discharge from the middle ear is slight. On Jan. 
, 1903, the perforation in the upper and posterior quadrant is 
very small. The ear is usually dry, though during a coryza a 
slight amount of muco-pus is discharged. 


997 
“< 


Case 60.—Perisinuous abscess in acute mastoiditis ; operation ; 
recovery. 


A. H., aged thirty-four, on July 26, 1902, experienced pain in the 
right ear. The drum perforated on the 30th. Gradual loss of 
strength; on August 28th, vertigo, especially on turning the head 
to the right; the otorrhcea continued in the same amount as at the 
beginning. Pain in the right temporal region. 

On admission, September 1st, patient is unusually pale and 
apathetic; the right ear-canal contains a quantity of pus; the up- 
per and posterior walls are sagging; the mastoid coverings are 
swollen and tender, especially in the region of the mastoid fossa 
and along the anterior margin. In the right ear the hearing is 
very much diminished. Objectively no vertigo. Eye-grounds 
normal. ‘Temperature 37. 

Operation.—Underneath a thin cortex a sequestrum was found 
in the mastoid cavity filled with hypertrophic granulations; the 
antrum contained granulations. Perforation into the auditory 
canal and into the posterior cranial cavity, where a teaspoonful 
of pus was evacuated. Subsequent course uneventful. 


Case 61.—Perisinuous abscess in a Bezold mastoiditis in a child 
aged ten; operation; recovery. 


E. A., ten years old, suffered from a running ear on the right 
side for three weeks. Swelling has existed behind the ear for five 
days. On admission, June 4, 1902, a swelling on the right mas- 
toid process and below the upper third of the sterno-mastoid 
muscle is present. The head is held rigid. There is pus in the 
canal. In the middle of the canal, in the upper and posterior 
wall, there are some granulations. Eye-grounds normal. Tem- 
perature slightly over normal. 

Operation, June 4th.—Mastoid cells contain swollen mucous 
membrane and pus. Perforation has taken place into the canal, 
into the digastric fossa, and into the posterior cranial fossa; the 
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sigmoid sinus is covered with bluish-red granulations and sepa- 
rated from the bone by a collection of pus. Subsequent course 
not eventful. 







Remarks.—The only unusual feature of this case is the 
appearance of a Bezold mastoiditis in a child. 








Case 62.—Perisinuous abscess after subacute mastoiditis; op- 
eration; recovery. 






















B. W., eleven years old, was admitted on July 3, 1902. The 
attendant states that a swelling has existed behind the left ear 
since yesterday. The duration of the existing otorrhcea cannot 
be ascertained. 

On admission, a poorly-nourished boy; sensorium free; no ver- 
tigo; the left auricle is prominent and pushed forward and down- 
ward by a swelling on the mastoid process. The swelling extends 
backwards beyond the margins of the mastoid process. It is very 
tender. The auditory canal presents a sagging of the posterior 
and upper wall, beginning quite far externally. After removal of 
the fetid pus, only the lower and anterior half of the drum is 
visible and presents a pulsating light reflex. Eye-grounds normal; 
temperature 38°. 

Operation.—Incision evacuates a subperiosteal abscess which 
had extended anteriorly over the temporal line to the root of the 
zygomatic arch. Hemorrhagic points in the mastoid fossa. On 
probing the posterior and upper margin of the bony ear-canal the 
bone is found to be rough, but there is no fistula. The first blow 
of the chisel evacuates pus, which appears in a large quantity and 
pulsates, Entering the cortex the bone is everywhere softened, 
extending to the antrum, which is unusually enlarged externally 
and downwards. The antrum contains granulations, cheesy pus, 
and bone debris. The softened bone is thoroughly curetted. On 
removing the cortex posteriorly some more pulsating pus is evacu- 
ated, coming from the region of the sinus. The sinus is exposed 
upto the bulb. The sinus is unusually prominent, slightly pulsat- 
ing, somewhat hard, is bluish-red, and in places covered with 
granulations and a fibrous membrane. A puncture with the 
needle reveals fluid blood. Subsequent recovery uneventful. 2 

Aug. 26th.—The wound behind the ear is almost closed and 
the conditions in the tympanum have healed, though a somewhat 
large marginal perforation remains at the upper and posterior 
quadrant. 
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Case 63.—Mastoiditis with perisinuous abscess after acute otitis; 
operation ; recovery. 


H. W., twenty-four and one-half years old. In October, 1901, 
experienced pain in the left ear, which was followed after four- 
teen days by otorrhcea, At the same time, glandular swellings 
appeared on both sides of the neck. Admitted February 1o, 
Igo2. 

On admission, profuse, slightly fetid discharge from the left 
ear; the pusis mixed with blood; the upper canal-wall is sagging; 
the drum presents a perforation in the lower and posterior quad- 
rant, through which pulsating pus exudes. The mastoid process 
is tender, especially in the region of the fossa and at the tip. 
The soft parts over the mastoid fossa are infiltrated. Hearing 
for the left ear is: whisper in 4. Marked glandular swellings in 
both sides of the neck, especially in the left submaxillary region. 
Temperature 37.8°. Nose and throat and lungs normal; right 
ear normal; urine normal. ‘The eyes show no abnormity. 

Operation, Feb. 12th.—On retracting the periosteum a quantity 
of pulsating pus was suddenly evacuated from a bony fistula. 
The bone in the mastoid fossa is discolored and presents a num- 
ber of hemorrhagic points. The mastoid tip is removed, which 
contains a single, large cavity filled with hyperemic mucous mem- 
brane and granulations. ‘The granulations extend to the antrum 
and posteriorly to the dura of the posterior cranial fossa, The 
dura is covered with thick granulations; the outline of the sig- 
moid sinus cannot be detected. On careful curetting of these 
granulations a copious venous blood stream appears, necessitating 
packing. 

Subsequent Course —The first dressing was changed on February 
19th. ‘The hemorrhage had ceased, the temperature was some- 
what irregular for the first week and then remained normal. On 
February 26th the perforation in the drum membrane had healed. 
The glandular tumors were subsequently removed in the surgical 
clinic, and proved to be tuberculous. 














ON PRIMARY EPITHELIOMA OF THE TEM. 
PORAL BONE. 


By Dr. STURM, 
FIRST ASSISTANT AT THE UNIVERSITY EAR CLINIC IN ROSTOCK,. 
Translated by Dr. ARNOLD KNAPP, 


HE following case may aid in explaining the mode of 
origin of primary epithelioma in the cavities of the 
temporal bone. 


H. W., forty-two years old, was admitted Dec. 2, 1900, and 
died on May 24, 1901. The patient comes of a healthy family, 
no member of which had suffered from cancer. He himself had 
never passed through any severe illness, though there has been 
discharge from the right ear since childhood, which has not given 
him any particular discomfort and has not been treated. In 
April, 1900, about eight months ago, severe vertigo set in which 
continued for several days, with marked noises in the ear. Since 
June he has often experienced pain in the right ear, and during 
the past few weeks a sensation of drawing in the right half of the 
head, especially in the lower jaw, causing the movements of the 
jaw to be painful. Some tenderness in the parietal region. 

On admission, Dec. 2, 1900, no vertigo, no vomiting. On re- 
moving the pus from the right auditory canal, a fistula is discov- 
ered in the upper and posterior wall which admits the probe to 
the depth of 1cm. ‘The depth of the canal is filled with granula- 
tions. The mastoid process externally is normal. The hearing 
on the diseased side is entirely lost. Tuning-forks are not per- 
ceived and Weber is transmitted to the left. No facial paralysis, 
no glandular swelling. Eyes normal. 

Operation, Dec. 3.—As the case was supposed to be one of 
ordinary chronic mastoiditis, a radical operation was proceeded 
with. The bone externally unchanged. On enlarging the bony 
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canal backward and upward, a large cavity is found in the mastoid 
process, which includes the mastoid cells, the antrum, and the 
tympanum. ‘The ossicles have disappeared. The cavity contains 
no pus, but is filled with peculiarly tough, lobulated, yellowish-red 
masses which immediately suggested a neoplasm. Small pieces 
are preserved for microscopic examination. The dura of the 
middle cranial fossa, which is exposed to a large extent, is covered 
with small granulations and a flat softened piece of bone is firmly 
adherent to it. In the floor of the antrum near the inner wall a 
deep fistula is visible. Below the promontory the probe enters 
between roughened bone. In the direction of the posterior 
cranial fossa, near the sigmoid sulcus, a tissue of fibrous consist- 
ence is found firmly adherent to the bone. During the operation 
there were a number of spasmodic twitchings of the facial nerve, 
and on curetting the above-mentioned fistula a profuse hemor- 
rhage occurred. 

lhe piece of tissue removed for examination proved to be 
epitheliomatous of the squamous epithelial type. A secondary 
operation was suggested to the patient. We had in mind to com- 
pletely remove the temporal bone up to the carotid canal and if 
necessary to remove the labyrinth. As we were unable to prom- 
ise a definite cure, the patient refused further operation. There 
remained nothing for us to do but relieve his symptoms. 


From the case history I should like to draw attention to 
the following features: 

On admission, the patient presented the aspect of a 
healthy, well-nourished man without any evidence of a se- 
vere illness. Very soon the beginning of a cachexia made 
its appearance, principally in the form of a yellowish color 
of the face. Loss of weight did not occur until near the 
end, and for some time he even increased in weight. This 
is not unusual, if we consider that the disease remained cir- 
cumscribed and the patient’s nutrition was carefully looked 
after. The increasing weakness began in February, Igo!. 
In the beginning of May he refused all nutriment, and in the 
middle of that month it was not possible to change the 
dressing while he was in a sitting posture. The marasmus 
rapidly increased, a large bedsore appeared, and two days 
before death he suffered an attack of collapse which required 
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artificial respiration. On May 24th he became comatose 
and died on the same day. 

It is striking to note that at the beginning no glandular 
swelling was noticed. Two weeks after the operation a 
doughy tender swelling appeared in front of the tragus, 
which increased in size during the next weeks and seemed 
to be a parotitis. In January, IgoI, a single gland appeared 
on the anterior surface of the sterno-mastoid muscle, and 
after six weeks another along the posterior margin of this 
muscle. Later a number of other glands appeared in this 
region. 

Pain existed from the beginning and was felt not only in 
the ear, but also in the lower jaw, especially on mastication. 
Pain in the forehead and toothache were complained of. The 
end of February the maxillary joint became very sensitive 
and movements of the head were painful from infiltration of 
the sterno-mastoid muscle. A number of other sensations 
were complained of. In the middle of December the pa- 
tient occasionally had the sensation on awakening from sleep 
as if he was unable to raise the head. Later a sense of 
pressure was experienced in the right ear, and vision became 
blurred on attempts to read. Somnolence appeared towards 
the end of the disease, later delirium. Temperature in gen- 
eral remained normal. There was some fever corresponding 
to the condition of the swelling in the parotid region. The 
pulse was generally somewhat soft. During the last two 
weeks in the evening it rose to 130 and 150, and one week 
before death it became irregular. 

The condition of the wound was as follows: After opera- 
tion the cavity in the temporal bone showed great tend- 
ency to bleeding. In December, tumor masses rapidly 
formed and ulcerated. Three weeks after the operation the 
cavity appeared like one after an ordinary mastoiditis. In 
the depth, however, in the place of normal granulations 
there were nodular, yellowish-red masses bathed in fetid 
pus. Subsequently the cavity enlarged in all directions and 
the profuse discharge became putrid. At the beginning of 
February the disease had invaded the Fallopian canal ; some 
particles of bone were cast off and felt like grains of sand. 
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asi The facial paralysis became complete in the middle of 
March. A consecutive keratitis was successfully treated. 
o : Necrotic pieces of bone were removed from time to time 
4 with a forceps, and in the end of May destruction had so far 
a 3 extended that prolapse of the cerebellum and of the tem- 
ed | : poral lobe was only prevented by the firm bone of the Fal- 
Me 4 lopian canal and of the labyrinth capsule. The discharge 
ag | was also evacuated into the naso-pharynx. 
= i Treatment consisted, in addition to a supporting diet, in 
7 4 the administration of increasing doses of morphin and fre- 
quent changes of dressing in which first hydrogen peroxid 
“ag and later iodoform were used. 
n. | Autopsy-Report—The dura of the middle cranial fossa is 
$6 i more injected than that of the anterior. On the anterior 
nd z surface of the right petrous bone there is a tumor somewhat 
af ; larger than a cherry, and to its inner side two smaller tumors 
. : which are all connected and covered by the dura. The sur- 
- 4 face is finely granular. Thick pus escapes from the right 
P : internal auditory meatus. At the right margin of the occipi- 
f : tal foramen there is a defect in the dura filled with grayish 
4 purulent masses. In the surrounding part, especially at the 
s anterior margin, the dura is yellowish and elevated by tumor 
)- 


masses. This change extends to the region of the internal 
5 auditory meatus. The pia at the base contains considerable 
' : blood and in the region of the chiasm is infiltrated with pus 
r as well as posteriorly at the pons, medulla, and margin of 
the cerebellum. No change on the convexity of the brain. 

Back of the right ear there is a large opening which leads 
into an irregular cavity containing putrid discharge and a 
: sequestrum as large as a bean. The external margin of the 
’ = cavity contains no tumor-like tissue, but the rest of the 
, : cavity is occupied by the new growth extending to the dura 









, | of the middle and of the posterior fosse and anteriorly to 
‘ q the eroded maxillary joint, where bare bone is exposed. 
: Along the inner wall there is a thin bridge of bone, the 
| remnant of the Fallopian canal. It is impossible to decide 
whether a part of the cochlea still remains. The entire 






petrous bone may be said to have been entirely replaced by 
carcinoma. 
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The transverse sinus is filled with a gray softened throm- 
bus throughout its horizontal portion; in its déscending 
part it is invaded by the tumor process. The carotid artery 
is unchanged, but is completely surrounded by the new 
erowth. 

Below the ear there are a number of superficial and deep 
enlarged glands. There are no other metastases and no 
other pathological changes. 

How is it possible for primary epithelial carcinoma to 
originate in the depth of the middle-ear cavities, where nor- 
mally no squamous epithelium is present ? 

Kretschmann,’ who collected a large number of clinically 
observed carcinomata of the temporal bone, paid consider- 
able attention to this question without coming to any def- 
nite conclusion. He cites the views of various authors and 
concludes that the carcinomata of the temporal bone de- 
velop from the glands or the epithelial processes of the skin 
of the auditory canal and of the tympanic mucous mem- 
brane, or from polypi, and considers the origin to be in the 
tympanum or at the inner extremity of the auditory canal. 

A number of cases of this kind have been published since 
the appearance of this paper. In most cases the tumor de- 
veloped on the base of a chronic otorrhoea, just as in our 
patient. The development of the epithelioma is not diffi- 
cult to explain in these cases without speaking of epithe- 
lial metaplasia, as cases of this kind have for a long time 
been familiar to surgeons. 

In 1881, Nicoladoni* published a paper on the develop- 
ment of epithelioma in the presence of bone necrosis, and 
reported on a number of observations where, in the depth 
of an old bony fistula, epithelial carcinoma developed from 
the lining epidermis. In 1889, R. Volkmann collected the 
experiences of the Surgical Clinic in Halle on primary 
carcinoma of the extremities, of which the following is of 
interest to us. 

“In the course of caries or osteomyelitis of the long bones, 
bony fistula develop, which do not heal, but discharge for 





1 Arch, f. Ohrenhlk., vol. xxiv. 
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many years. In these cases the skin at the external orifice 
of the fistula extends for some distance into the canal. The 
canal is therefore lined with epidermis, and this may in cer- 
tain cases extend to the bone or even deep into the bone. 
From the deep parts of such a fistula, at least from its 
epithelial lining, a carcinoma may develop, which fills the 
medulla of the bone.” 

If we replace the fistulous tract with the external audi- 
tory canal, and remember that in marginal perforations of 
the drum the epidermis of the canal grows into the middle- 
ear cavities and furnishes a lining for these, the analogy is 
striking. It may be further stated that another point of 
similarity is to be found in the slight tendency to glandular 
involvement and the formation of metastases. 

Zeroni is inclined to accept this development of the 
primary epithelial carcinoma in the ear without mentioning 
the analogy of the fistulous carcinoma in the long bones. 








TUBERCULOSIS OF THE EAR ENDING IN 
RECOVERY. 


By Dr. I HEGETSCHWEILER, Zéricu. 
(Zeitschrift fiir Ohrenheilkunde, Ba. \xiii.) 


Translated by Dr. W. S. BRYANT, New York. 


T first I was pessimistic on the cure of tuberculosis of 

the ear, because the patients I had observed in the 

clinic of Prof. Bezold were cases of advanced lung: tuber- 
culosis, with necessarily an unfavorable outlook. But recently 


I have seen ear tuberculosis in commencing pulmonary 
phthisis, and have been able to note the action of local and 
general treatment. In consequence of this experience I 
have a better opinion of the results of treatment in these 
cases. I have been strengthened in this belief by a paper of 
Isaac Dreyfus,’ who reports seven cases, in all of which the 
local affection disappeared. These fine results were brought 
about by: (1) improvement of the general conditions, by 
favorable climates, by mud baths, internal medication ; and 
(2) local surgical interference to facilitate, by free opening 
of the middle ear and perfect drainage, the elimination of 
tuberculous tissues and occasional sequestra. 

I beg to report several cases of ear tuberculosis which 
may perhaps claim some interest, especially in their clinical 
features. 


CAsE 1.—A man, aged forty-eight years, a mountain guide, had 
had hemoptysis, December 5, 1900, and again December 7th. He 
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was treated for consolidation of the left apex. On December 15th 
he had pain in the left ear, which increased in spite of treatment. 
On January 28, 1901, the patient became suddenly unconscious, 
and on January 30th, he was brought to the clinic where he lay 
three days. ‘There was a spontaneous discharge from the left ear 
on February 8th, and consciousness returned. The discharge 
persisted with headache, tinnitus, and vertigo. 

A diagnosis of the condition of the lung was made and it was 
thought that the ear affection was a complication of it. The pa- 
tient was sent to the Wald Sanatorium. 

Tests of hearing, April rst : 

Whisper : right, 2; left, om. 
Tuning-fork: a’ on vertex to right. 
Lower tone limit: right, E,, ; left, C* (?) 

When the canal was cleaned, flabby granulations appeared which 
were removed by snare and curette, and the drum membrane was 
found absent. A probe was passed upwards and backwards for 
3cm in the tympanum before it encountered a rough obstruction. 
This large cavity was evidently the result of caries of the mastoid 
antrum. Irrigation with the tympanic syringe brings out a milky, 
turbid fluid and epithelial masses resembling cholesteatoma. This 
conservative treatment was continued until April 17th, when the 
patient had pain in the left temple and the discharge became 
more profuse. 

Operation, April 25th.—The first chisel stroke opened a cavity 
filled with creamy pus, which proved to be the antrum enlarged 
to the size of a walnut, from caries. The walls of the cavity were 
curetted and the wound was packed with aluminium acetate 
gauze. ‘The wound gradually healed, but the discharge from the 
canal persisted. June 8th, a radical operation was performed. 
The malleus and incus were not found, and thickened dura mater 
appeared in the posterior part of the antrum over an area of 2cm. 
A Stacke flap was cut from the canal and made to cover the ex- 
posed dura. 

June r4th, the healing had progressed without rise of tempera- 
ture. The Stacke flap was adherent, but its tip was necrotic. The 
cavity became epidermized except where the dura had been ex- 
posed. Regular packing with gauze and later with creosote dress- 
ing and creosote internally caused the discharge to cease on 
September 3d. 

On June 14th, six days after the operation, the patient left the 
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hospital for the out-patient department. His physical condition 
had improved under the creosote. 


Remarks.—The tuberculous nature of the lung trouble 
was rendered certain by the hemoptyses and the physical 
examination. At first there was infiltration of the left apex. 
In August there were cough, pain, and night sweats. On per- 
cussion the right apex was dull and some moist rales were 
heard on auscultation. 

The tuberculous origin of the aural lesion is clear from the 
following features in the case history: The aural affection 
began eight days after the second hemoptysis and on the 
same side as the affected lung. The drum membrane and 
the ossicles were completely destroyed in four months and 
replaced by flabby granulations. Extensive caries of the 
mastoid was found at operation. Tuberculosis alone is 
able to cause similar destruction in such a short time. 

The tuberculous process produced in four months not only 
complete deafness in the affected ear, but threatened the life 
of the patient from the start, as shown by the attack of 
unconsciousness lasting six days. This was due, as shown 
at operation, to the extension of the tuberculous process to 
the meninges. 

The dura often shows but slight reaction to inflammatory 
irritation, as was shown by the autopsies on cases of aural 
tuberculosis cited in my monograph.’ I found that the dura 
lying directly over carious bone or even a pus focus may 
remain intact. In other cases the dura becomes affected in 
a variety of ways. 

In Case 8 there were punctate injection and thickening 
over the anterior surface of the petrous bone. 

In Case 9 there were great thickening and a crater-like 
opening. This was the only case where the dura was per- 
forated, with consequent brain abscess. 

In Case 10 there were several small gray granulations, 
which filled corresponding openings in the tegmen. 

In Case 33 a dirty-gray layer of pus was found at the 
petro-squamosal suture and on the posterior surface of the 
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petrous bone. A similar condition was found in the case 
under consideration, as shown by the dirty-gray purulent 
membrane. 

The six days of unconsciousness make it probable that 
the inflammation extended to the inner surface of the dura 
and affected the pia, as extradural abscesses do not usually 
cause such severe symptoms. 

The rapidly progressing purulent condition was not due 
only to the tubercle bacilli, but to a mixed infection with 
streptococci, pneumococci, and putrefactive bacteria; the 
last type were very abundant in the nose, as the patient 
suffered from ozzna. 

The serious feature of the case was the rapid extension 
of the process towards the brain, while there were no inflam- 
matory symptoms on the surface of the mastoid process, not 
even tenderness on pressure. 

The deep-seated carious process probably began in the 
antrum or its neighborhood. This is confirmed by the 
extreme pain in the beginning of the ear affection and 
the unusually protracted (one and one half months’) rupture 


of the drum. 


Owing to the flabby granulations and caries in the aditus 
and antrum, diagnosticated with the probe, conservative 
treatment had to be replaced by operative, which consisted 
in first the simple and then the radical operation. Healing 
occurred after three months. 


Case 2.—C. C., a young Dane, was referred, March 2, tgoo, 
for examination of the naso-pharynx. An ulcer was found in the 
nasal fossa; its tuberculous nature was confirmed by inoculation 
in the anterior chamber of the eye of a rabbit. 

[he patient had a long chain of enlarged glands on the right 
side. The ulcer in the nose was on the right lower turbinate. 
he posterior pharynx presented a swollen mucous membrane 
with three small ulcers with ragged edges. Two similar ulcers 
were situated in the naso-pharyngeal vault between the septum 
and the right Eustachian orifice. 

Three days later the patient complained of tinnitus and fulness 
in right ear. ‘The drumhead showed injection of the vessels on 
the hammer handle. March 31st a small opaque miliary nodule 
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was discovered in the postero-inferior quadrant between the umbo 
and annulus, surrounded by diffuse redness of the membrane; in 
other words, a small miliary tubercle as first seen by Schwartze, 
and its identity established by Habermann, who demonstrated the 
presence of tubercle bacilli. 

After several days, owing to the breaking down of the tubercle, 
a dry perforation of the drum resulted. 

The patient went to Davos for a long stay for treatment. Here 
the ulcers of the pharynx healed, aided by local applications of 
lactic acid. The perforation had healed, but moderate inflamma- 
tion of the tympanum persisted, as evidenced by an injection of 
the membrane and rales on catheterization. Hearing distance 
for whisper increased from 30cm to 1m. The glandular swell- 
ing had also diminished. 

This history as compared to Case 1 is a strong recommendation 
for mountain climate in ear tuberculosis. 


Remarks.—In this case the nasal tuberculosis was con- 
firmed by bacteriological examination. There can be no 
doubt of the cause of the ulcers in the naso-pharyngeal 
vault and of the subsequent ear trouble, especially as the 
development of the tubercle and subsequent perforation 
could be directly observed with the eyes. An unusual fea- 
ture in the case is the fact that the breaking down of the 
nodule produced a dry perforation. The inflammatory 
swelling of the entire naso-pharyngeal mucous membrane 
in my mind points more to an extension of tubercle bacilli 
along lymph channels of the tube, than to a passive propul- 
sion by the air current. This inference is supported by the 
observations of Schiitz, E. Fraenkel, and others. 

CasE 3.—This case occupies a middle position as regards the 
severity of its course. A woman, sixty-four years old, pale, 
anemic, of slender stature, was first seen December 6, 1897, with 
a history of discharge of left ear from the first to the fifteenth 
year. In her twenty-first year she suffered with a long-continued 
irritating cough. In August, 1897, neuralgic pain began in the 
left mastoid, radiating to the left temple and the lower jaw of the 
same side. Soon afterwards otorrhoea set in with a rather scanty 
and thin discharge. The pain was improved by leeches and anti- 
neuralgic remedies, but was not entirely relieved. 
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On examination the right ear was found normal. The left audi- 
tory canal was very narrow and appeared dry. Some sagging of 
the upper wall, but not sensitive to pressure. The drum showed 
a central dry perforation. Mastoid tenderness on pressure at the 
tip. The anterior margin of the mastoid process was moderately 
swollen and tender. Difficulty in opening the jaw. 


Hearing tests: 
Whisper: right, 6”, left, at ear. 
Weber to left. Rinne negative. 
[he patient complained of severe pain at night and begged for 
operation. I operated, hoping to find a focus to account for the 


continuous pain. 

Operation, Dec. 9th.—Mastoid sclerosed. Ata depth of 1cm the 
antrum was encountered, but appeared normal. ‘The tip was then 
laid bare, and, as it was removed layer by layer, there appeared 
in the centre a grayish-white membrane 1.5cm long by 8mm 
wide, similar to a diphtheritic membrane of the tonsils. There 
was no visible reaction in the surrounding parts. The membrane 
was removed with a sharp spoon, and the wound healed entirely 

six weeks, and the otorrhoea also ceased. The neuralgic pain 

lually disappeared after the operation. The swelling of the 
parts between the zygoma and maxillary articulation con- 
ued for several weeks and then gradually diminished. 


Remarks.—This case at first made the impression of an 
obstinate mastoid neuralgia. Tenderness at the tip, how- 
ever, and the appearance of scanty otorrhoea were suggestive 
of a mastoid affection. The suspicion was confirmed at 
operation, where pathological changes were found explain- 
ing the radiating pain. At operation the membrane was 
supposed to be the residuum of an ordinary inflammatory 
process. A subsequent study of Scheibe’s paper on “ Mild 
Cases of Middle-Ear Tuberculosis and the Associated For- 
mation of Fibrinoid” (Zeztsch. f. Ohrenhetlk., Bd. xxx., 
336) showed that the membrane was an exudate which 
Schmauss and Ablrecht, in an experimental paper, con- 
sidered an initial stage of the caseation of tubercle, and 
called it fibrinoid. The circumstance that the membrane 
has previously only been found in the tympanum, on the 
promontory, and at the tubal orifice does not exclude its 
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appearance in the mastoid process, because the simultaneous 
changes may be found in tuberculosis in all parts of the ear, 
though not to the same degree. Though the presence of 
this membrane, according to Scheibe, always establishes the 
diagnosis of ear tuberculosis, we may call attention to the 
great reduction in hearing (speech at ear was heard but not 
understood), together with the extension of the process to 
the zygoma, similar to the Cases 1 and 3 described by 
Dreyfuss (/. c.). 


Case 4.—A clerk, first seen May 23, 1896. He gave a history 
of discharge from the left ear for twelve years, which began with- 
out pain. The discharge became more profuse and hearing di- 
minished. In August, 1893, he was taken ill with a dry pleurisy 
on the left side, which lasted until February, 1894. Eight months 
later he was sent to Davos, and stayed there from November, 1894, 
to March, 1895. During this period he improved and the dis- 
charge almost stopped. A relapse of the pulmonary affection 
occurred. Bacterial examination of the sputa was negative. In 
June, 1895, he went to Weissenburg for four weeks. Sputum was 
again examined and found negative. 

On examination, the right drum membrane was found normal; 
the left drum showed a kidney-shaped perforation. The mucous 
membrane of the promontory was thickened and there was a large 
polyp in the canal. This was removed and its base cauterized, 
resulting in a cessation of the discharge. The discharge returned 
April 1, 1900, and the malleus, which hung loose, was removed; 
April 12, 1902, the left promontory was covered with a gray 
adherent membrane which could not be taken off with the forceps. 
Insufflation of iodoform. Three weeks later a little of this mem- 
brane still remained and the discharge had increased. Bacterial 
examination of the pus was negative. 


Remarks.—The long duration of the dry pleurisy and its 
improvement at Davos justify the diagnosis of tuberculosis, 
though sputum examination and animal inoculation were 
negative. The cause of the ear lesion was unclear up to the 
discovery of the fibrinoid formation. 

A few words regarding the treatment of aural tuberculosis. 
In general the course of the systematic affection and the ear 


complications are parallel. An improvement of the general 
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condition is followed by a local improvement in the ear. 
The effect of high mountain climate on ear tuberculosis 
is due to the improved constitutional condition dependent 
on the increase of red blood corpuscles. Convalescence is 
aided by antiseptic treatment of the tympanum, which pre- 
vents the mixed infection. The insufflation of fine iodoform 
powder after cleansing and drying has been the most suc- 
cessful in my hands. 

Surgical intervention must replace this conservative treat- 
ment when scar tissue is to replace polypoid hypertrophy of 
the mucous membrane and caries of bone. 











ON THE PATHOLOGY OF DEAF-MUTISM. 


REPORT OF A CASE OF ACQUIRED DEAF-MUTISM WITH 
OBLITERATION OF TYMPANUM, ADITUS, AND ANTRUM. 


By Dr. HERMANN HOLZEL or Municu. 


(Zeitschrift fiir Ohrenheilkunde, Vol. xiiii.) 
Translated by Dr. W. S. BRYANT, New York. 


EAF-MUTISM is either congenital or acquired. The 
1B relative frequency of these varieties is uncertain be- 
cause the figures of various authors are contradictory. Most 
authors agree that the majority of cases are acquired. The 
hearing is destroyed before the child learns to speak, or it is 
lost afterwards, even then, generally before the seventh year. 
Uchermann’ in 1885 found that among 1841 deaf-mutes in 
Norway the deaf-mutism was congenital in 51 %, acquired in 
48.5 % and in 0.5 % it was uncertain. Mygind* found in 210 
carefully examined deaf-mutes, 125 acquired cases, 54 con- 
genital, 31 indefinite. According to Lemcke the deaf-mutes 
of Mecklenburg-Schwerin are divided as follows: Out of 516 
there were 266 acquired, 217 congenital, and 33 indefinite. 
Bezold, finally, found in 138 deaf-mutes 64 acquired, 62 con- 
genital, and 12 uncertain. In general, according to Mygind 
and Bezold, statistics for the congenital and the acquired 
forms in different countries show 33 to 174 acquired for 100 
congenital. 

The changes in the organ of hearing which underlie deaf- 
mutism have their seat usually in the sound-perceiving por- 
tion of the ear, the labyrinth, and are to be considered as 
sequele of brain or middle-ear affection. Habermann‘ has 





‘Arch, f. Ohrenheilk., vol. xliv., p. 278. 
® Die angeborene Taubheit, 1890. 
3 Arch. f. Ohrenheilk., vol. liii., p. 53. 
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lately shown that exceptional conditions producing deaf- 
mutism may be found in the sound-conducting apparatus, 
the result of chronic catarrhal or purulent inflammations and 
their sequele. 

Anatomical examinations of the changes of the hearing 
apparatus in deaf-mutism have not been made in great num- 
bers. Including those of Mygind, there have been collected 
a little over 150 cases. These are mostly only macroscopic 
descriptions and only a very few were examined histologi- 
cally. 

When we consider the importance of the histological ex- 
amination of these changes in the study of deaf-mutism, and 
that comparatively few have been examined, the description 
of the histological conditions of the hearing organ in the fol- 
lowing case, which followed a chronic purulent otitis media, 
may seem justified. Unfortunately this description is prin- 
cipally an anatomical one, as it was impossible to ascertain 
more of the previous history and there were no known clinical 
data. 

The specimen for examination is a right temporal bone 
for which I am indebted to Dr. Scheibe. It comes from a 
widow, thirty-nine years old, who was brought to the hospital 
on June 3, 1896, on account of extensive burns to which she 
succumbs after five days. Asthe patient was in a desperate 
condition, examination of the ear was impossible, and the 
possible remnant of hearing could not be determined, or any 
previous history obtained. The post-mortem examination 
was made on June 8,1896. The temporal bone has remained 
until recently in alcohol; it was then decalcified in 5 per 
cent. nitric acid, rehardened in alcohol, imbedded in celloidin, 
and serial sections were cut vertically to the long axis of the 
petrous bone. 

The sections were stained in Delafield’s hematoxylin, ex- 
study a few which were stained by Weigert’s method for the 
cept of the nerves. 

General Autopsy.—A burn of the second degree of the 
skin, especially on the trunk, neck, and upper extremities, 
with extensive loss of epidermis; hyperemia of the lungs; 
slight bronchitis; gravid uterus (abortion occurred one day 
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before death); splenic tumor; anemia and slight cedema of 
the brain, and hyperostosis of the skull. 

Macroscopic Finding in the temporal bone.—Externally no 
anomalies of the pyramid; auditory nerve present; tubal 
ostium normal. 

Middle Ear.—After removing the anterior wall of the 
auditory meatus, the drum appeared irregularly depressed. 
The manubrium of the malleus was not demonstrable. In 
the region of Shrapnell’s membrane there was an extensive 
and deep depression. In the region of the umbo there was 
a large white unyielding area (evidently an adhesion to the 
inner wall), and under this a horizontal convexity bulging 
upward. The grayish lowest part of the membrane seemed 
to cover a flat prominence which was a direct continuation 
of the postero-inferior auditory canal wall—in other words 
the bulb of the jugular, over which the membrane is situated. 
A needle introduced into the bulb of the jugular from below 
could be pushed through this flat elevation, which was some- 
what transparent. 

At the posterior periphery of the drum membrane there 
is a white irregular prominence consisting of thickened epi- 
dermis situated on solid bone. 

There was some mucus in the mouth of the tube. A 
probe introduced through the pharyngeal end of the tube 
meets a complete obstruction at a depth of 2cm. 

On chiselling off the tegmen of the tympanum and antrum, 
the bone seemed solid, entirely so in the region of antrum, 
and principally sclerosed in the region of tympanic cavity. 
The bone was removed until the membrane became visible, 
representing the depressed portion of Shrapnell’s membrane. 

A cavity corresponding to the tympanum or aditus was 
not present, but at the posterior end of the antrum there 
was a small irregular space extending backwards, the size of 
a small pea, which was lined with a thickened succulent red- 
dish mucous membrane and contained serum. 

A transverse cut through the mastoid showed that the 
bone was sclerosed throughout, the mastoid process was dip- 
loétic only in its centre. In the outer wall of the sigmoid 
sulcus, about I7m externally and Icm above the mastoid 
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incisure, there is a second space as large asa pea, divided by 
athin bony septum. A probe can be pushed from the lower 
cavity on towards the upper one for 1cm without reaching it. 

The dissection of the temporal bone showed the sequelz 
of a middle-ear inflammation, with obliteration of the tym- 
panum, aditus, and antrum. 

Microscopic Examination.—The cartilaginous portion of 
the tube was normal. The bony portion was present for 
nearly the entire distance to the tympanic cavity, but some- 
what narrower than normal, and the mucous membrane was 
unchanged. 

Just before reaching the tympanic cavity the bony tube 
ends in a blind sac and is obliterated by bone. In the un- 
obliterated portion the tensor tympani is present in its canal. 
The muscle showed no changes, except that the striations 
could not be recognized. 

As the tube was found obliterated close to the tympanic 
cavity, we must conclude, remembering the normal meas- 
urements of the tube (entire length 3.4 to 3.6cm, and the 
distance of the isthmus from the pharyngeal mouth 2.4 to 

that the obstruction encountered at 2c from the 
tubal mouth was either in the region of the isthmus, or that 
the tubal development had been arrested and that it was 
shorter than normal. 

The tympanic cavity in its anterior part was filled with 
bone; the posterior part and the niche of the round window 
were filled with cicatricial connective tissue. There was no 
tympanic cavity. The ossicles were absent. 

The niches of the oval and round windows were completely 
closed by new-formed bone, the promontory is considerably 
thickened with new bone, which joins the smooth bone of 
the labyrinth without demarcation. This hyperostosis oc- 
cludes both windows, so that they are obliterated. The 
new bone is mostly compact, with occasional cancellous 
cavities. Intense staining of the section with hematoxylin 
shows much calcification, especially in the vessel walls. 

Inner Ear.—The examination of the labyrinth shows 
many changes. These changes are to be seen especially 
in the cochlea. Most important is the first whorl of the 
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cochlea in the neighborhood of the round window, where the 
scala tympani is especially affected. This is filled with new- 
formed connective tissue and compact bone. The new con- 
nective tissue in this region fills the scala tympani entirely 
and the scala vestibuli in two-thirds of its volume. The lamina 
spiralis ossea, like the oval and round windows, is buried in 
the new bone. From this point the new connective tissue 
in the scale decreases. In the convoluted part in the first 
turn the bone formation is limited to the walls of both scalz 
neighboring on the modiolus. The remaining space in the 
scala tympani is occupied by strands of loose connective 
tissue. The new bone formation is most marked in the 
scala vestibuli, especially in the angle which its wall makes 
with the lamina spiralis ossea. In this part of the cochlea is 
situated on the endostium of the scala vestibuli a coarse 
granular mass of detritus, which may be detached epithelial 
cells or coagulated lymph. It is probably not granulation 
tissue, as the nuclei are not stained. In the second half of 
the first whorl there is, in the angle described above between 
the outer wall and the lamina spiralis ossea, new-formed 
bone in the scala vestibuli, but not in the scala tympani. 
The lamina spiralis ossea plainly shows both of its lamellz 
in this situation. The new bone in the beginning of the 
first whorl cannot be limited from the bone of the labyrinth 
wall similar to the conditions in the tympanic cavity. Judged 
by the character of these bone formations, the promontory 
wall seems to have been destroyed by an inflammation in 
childhood and was replaced by new-formed bone. In the 
middle and top whorl the conditions are the same as in the 
second half of the first whorl, only the formation of new 
bone is less. The ductus cochlearis is preserved except in 
two places of the middle whorl, in the first half of the first 
whorl and the second half of the middle whorl, where 
Reissner’s membrane is absent. 

Rosenthal’s canal is present through its whole extent, but 
is decidedly narrower than normal, and contains besides new- 
formed connective tissue only a few ganglion cells whose 
nuclei are either wanting or hardly recognizable. 

The ligamentum spirale shows no marked changes in the 
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entire cochlea; the crista spiralis is plainly visible, and the 
stria vascularis is indistinct. Corti’s membrane is lacking 
throughout the cochlea. Corti’s organ cannot be found in 
the first half of the first whorl; in the second half it is 
slightly indicated, becoming plainer in the middle of the top 
whorl, but forms only an indefinite conglomeration of cells. 


Reissner’s membrane is wanting, as before mentioned, in 
the first half of the first whorl and in the second half of the 
middle whorl. In the region where it is preserved it is not 
stretched across in normal fashion, but bulges with a con- 
vexity extending into the scala vestibuli, so that the ductus 
cochlearis on cross-section is not triangular, as in the normal 
condition, but has a rounded outline and is markedly en- 
larged. 

The aqueductus cochlez is nowhere visible; whether it 
has been lost in the new-formed bone, and on this account 
is no longer recognizable as a canal, could not be determined 
with certainty. 

The Vestibule-—The changes in the external surface of the 
lateral wall of the vestibule have already been described in 
the description of the windows. The inner surface of the 
promontory wall was also thickened with connective tissue 
and new-formed bone. The median wall of the vestibule, 
however, as far as its bony portion is concerned, shows no 
anomaly. In the posterior portion toward the semicircular 
canals the formation of new tissue on the lateral wall gradu- 
ally diminishes, and the greater part of the lumen is pre- 
served. In the vestibule, also, the new-formed bone cannot 
be differentiated from the normal structure. The mem- 
branous parts of the vestibule, the utriculus and sacculus 
cannot be found. The aqueductus vestibuli and sacculus 
endolymphaticus show no pathological changes. 

The Semicircular Canals.—The ampulla for the horizontal 
semicircular canal is preserved. The ampullz of the posterior 
and superior semicircular canals could not be studied on 
account of poor sections. The bony wall of the horizontal 
semicircular canal is lined throughout its entire extent with 
nodular, eroded, new-formed bone. In some places there is 
also new-formed connective tissue in the lumen. In the outer 
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half the new connective tissue and new-formed bone are much 
more abundant than in the inner half. Nevertheless the 
epithelial lining is preserved to a considerable extent in the 
first half, whilst in the second half it is entirely destroyed. 
The superior semicircular canal also has its walls lined with 
new-formed bone, so that it has lost its oval form on cross 
section. The changes here are, however, far less than in the 
horizontal canal. The membranous parts are not preserved. 
The posterior semicircular canal shows a number of patho- 
logical changes. The lower half in some places approaches 
the normal, both in its bony and epithelial portions; the 
upper half, and the part common to the upper and posterior 
canals, are entirely filled in one place by new-formed bone 
in such manner that the perilymphatic space is entirely 
obliterated, and only the epithelial canal remains. 

The Auditory Nerve.—Nothing can be said with reference 
to the qualitative changes in the nerve; since the specimen 
had remained so long in alcohol, the staining of the nerve by 
Weigert’s method gave no results. Whether the structure 
of the nerve was normal cannot be determined. Quantita- 
tive changes, however, could be demonstrated. The trunk 
of the auditory nerve, as far as its cochlear branch was con- 
cerned, showed no diminution in its size in its passage 
through the internal auditory meatus. In the canaliculi of 
the modiolus the absence of a large number of nerve fibres 
was plainly demonstrated. Between the lamellz of the 
lamina spiralis ossea, as far as these are preserved (in the 
middle and top whorls), there were only indications of 
nerve fibres. In Rosenthal’s canal, as before mentioned, 


the ganglion cells are diminished. The nuclei of the re- 


maining ganglion cells are rather indefinite, or entirely want- 
ing. The nerve fibres in the vestibule and the posterior 
ampulla for the most part fill their respective canals and 
seem to be normal, whilst a part of the vestibular branch, 
as far as it can be determined, is wanting. There is pigmen- 
tation in all the normal parts of the labyrinth. 

The examination of this temporal bone, according to the 
changes described, shows not only destruction in the mid- 
dle ear and labyrinth, but also new-formation of connective 
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tissue and bone. These changes must be considered as the 
residua of a chronic purulent disease of these cavities—that 
is to say, a panotitis. In addition, there was an absence of 
the drum; cholesteatoma; the tube, tympanum, aditus, and 
antrum were obliterated; sclerosis of bone, bony occlusion 
of both windows, hyperostosis of the bone on the inner and 
outer walls of the promontory, as well as the other changes 
in the labyrinth. All these changes must be referred back 
to a preceding middle-ear inflammation, which extended 
into the internal ear. That the labyrinthine changes must 
be considered as sequelz of the middle-ear trouble is shown 
by the fact that the greatest changes were found in the wall 
of the promontory. 

The reason for the deaf-mutism in this case can be found 
in the more or less advanced pathological changes in the 
middle ear and labyrinth. These changes have been often 
described by other authors, and have received the same in- 
terpretation. Corresponding to these advanced changes the 
purulent middle-ear trouble must have been especially viru- 
lent, such as we find in the infectious diseases, above all in 
scarlatina. Moreover, it must have taken place in early 
childhood, since loss of speech followed. Anatomically the 
deaf-mutism in this case is sufficiently explained, in the first 
place by the bony occlusion of both windows, and, secondly, 
by the changes in the labyrinth. Our case increases the 
relatively small number of observations in which the ex- 
planation of deaf-mutism rests upon the closure of both 
windows. On the other hand, the changes in the inner ear 
are of such a character that they alone would cause, if not 
absolute deafness, at least extreme hardness of hearing. 

An unusual finding in the examination of this specimen 
was the obliteration of the tympanic cavity, aditus, and part 
of the antrum. Clinically it is well known that it is charac- 
teristic of these spaces that even in the most severe middle- 
ear trouble, including cholesteatoma, these spaces are never 
obliterated. In this particular they contrast with the peri- 
pheric pneumatic cells, which, in the course of a chronic sup- 
purative ear trouble, as a rule, become obliterated (Bezold). 
The reason for this difference cannot be given at present. 
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The anatomical structure is the same for both; only from a 
developmental point of view is there a difference, as those 
parts which in our experience are rarely obliterated already 
exist at birth, whilst the pneumatic cells, which are so easily 
obliterated, do not appear until much later. That this dim- : 
inution of these spaces in our case was not arrested develop- 4 
ment but an acquired anomaly, needs no special proof. a 

The results of the autopsy admit no other interpretation 
than that the conditions described are the expression, or 
rather the residua, of a long, intense, and perhaps oft-recurring 
middle-ear inflammation; the products of an inflammatory 
process which wrought a partial destruction of the bony 
structure and a consequent formation of bone. 

The literature at our command on this subject contains no 
description of a case with the obliteration of these spaces. 
Mygind, in his compilation, quotes some cases in which a 
narrowing of the tympanum was demonstrated (Cases Nos. 

14, 53, 96, 111, 116). These cases do not resemble ours, 
since there was no complete obliteration. 

The obliteration of the middle-ear cavities is so striking 
a condition that it could not have been overlooked in the 
dissections of the temporal bones made up to this time, and 
if present would certainly have been described. When, 
therefore, we examine the literature upon acquired deaf- 
mutism in which naturally the most marked changes are 
encountered, and similar conditions are to be expected but 
have not been found, we must conclude then that the oblit- 
eration of the principal middle-ear cavities following purulent 
disease of the middle-ear is an extremely rare condition. 

In conclusion, the author thanks Dr. Scheibe for his 
assistance. 



































REPORT OF THE MEETING OF THE NEW YORK 
OTOLOGICAL SOCIETY, NOVEMBER, 24, 
1903. 


By Dr. ARNOLD KNAPP, SECRETARY. 
'HE PRESIDENT, DR. J. B. EMERSON, IN THE CHAIR. 
PRESENTATION OF PATIENTS. 


Dr. BERENS presented a patient upon whom he had performed 
the Schwartze-Stacke radical operation five weeks ago for a 
chronic suppurative otitis, with a large cholesteatomatous mass 
filling the attic and antrum, with pus in the mastoid cells. One 
week later he had performed the plastic operation which he had 
described at the last meeting of this Society. The patient’s ear 
was dry, though it had not been treated for several days. 

Discusston,—Dr. FRIEDENBERG asked whether the plastic pro- 
cedure was applicable to cases where a less extensive operation 


a Dr. BERENS said it was more applicable in less extensive 
operations. 

Dr. WHITING stated that two years ago he had practised a 

similar plastic procedure by forming a long pedicle from the skin 

behind the wound, which he passed into the tympanum, his main 





object being to get the opening of the Eustachian tube closed, 
which he considered to be the most important point in the treat- 
ment of these cases. He had performed this operation on two 
cases and they had healed very readily. 

Dr. DencH asked whether this flap was better than a Thiersch 





gratt 

Dr. BERENS said “ Yes.’’ He did not, however, always get as 
good a result as in the case which was exhibited, as the flap has 
occasionally sloughed. This, however, did not interfere with the 








healing of the wound. 
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Dr. GRUENING inquired why the plastic procedure had not 
been done immediately at the first operation. 

Dr. BERENS said that it was on account of the bleeding and 
the length of the operation. 

Dr. DuEL thought that placing a thick flap over the inner tym- 
panic wall would have an unfavorable effect on the hearing. 

Dr. BERENS thought that this was theoretically correct, though 
practically he had not found that the hearing was worse than in 
other cases, after operation. 

Dr. MCKERNON asked whether Dr. Berens meant the immediate 
hearing after the operation or the subsequent hearing. He had 
found in all of his cases that the hearing was very much better 
within the next few weeks after the operation than after a longer 
interval of time. 

Dr. GRUENING spoke of a radical operation which he had recently 
performed, where pus and cholesteatoma were found present. He 
applied the Thiersch grafts directly, with the result that after one 
week the entire wound appeared healed. He applied the grafts 
by placing them first upon rubber tissue, then cutting them in the 
desired shape, and then transferring them into the location desired. 

Dr. DENCH thought that this would complicate the introduction 
of skin grafts, and said that he was very well satisfied with the 
method which he had practised, which was that of Ballance, 
where the grafts are held in place by cotton pledgets medicated 
with aristol. 

Dr. LEwis presented the case of a boy who had suffered from 
sinus thrombosis. There had been a scanty foul-smelling dis- 
charge from the right ear for three years. He never had had any 
medical treatment for the diseased ear. Eleven days previous he 
had complained of a nervous shaking, not a distinct chill, followed 
by severe pain in the head, and he had vomited five or six times. 
No dizziness. The patient was operated upon that same day. 

Operation.—The incision through the skin over the mastoid 
process gave vent to the contents of a small subperiosteal abscess. 
Pus was also seen to be oozing from the bone itself, but no recog- 
nizable perforation was found. On removing the cortex consid- 
erable bleeding took place from the sigmoid sinus, the outer bony 
wall of which had in part been destroyed by necrosis. Possibly 
this bleeding may have been due to the tearing of abnormally firm 
adhesions which had formed between the sinus and its overlying 
bony roof. The latter was removed for a distance of 4 to 5cm 
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back from the knee, thus rendering it easy to control the hemor- 
rhage. The surrounding bone was also removed as far down as 
the bulb. ‘The sinus, which was then opened, was found to contain 
a greenish mass; its inner wall was necrotic and discolored; and 
the adjacent cerebellum bulged and seemed to be soft. It was 
punctured a number of times and a free flow of serum was thus 
obtained. Smears from these punctures were examined micro- 
scopically with a negative result. The radical operation was then 


performed and a large cholesteatomatous mass was removed 


from the antrum and tympanic cavity. The sinus clot was re- 
moved and a free flow of blood obtained from the upper end; no 
flow, however, took place from the lower end. The mastoid 
wound was packed and immediately afterward the operation for 
the resection of the jugular vein was performed. ‘The boy made 
an uneventful recovery. There is now behind the ear a slight 
opening which will have to be closed by a plastic operation. The 
tympanic cavity is dry. 

Bacteriological Report.—Mixed infection in the mastoid cells; 
staphylococci in the wall of the jugular vein. 


i J 


The Doctor reported upon a similar case which occurred in a 
ge, 

rhoea from the right ear. No other symptoms developed until 
three days before admission, when he was attacked with a pain 
in the right ear and in the right side of the head. The day be- 
fore admission he had repeated chills, vomiting, and vertigo. 
The patient was pale and appeared very ill when he presented 
himself on August 19, 1903. He complained of dizziness and 


young man eighteen years of age, who had had a chronic otor- 


severe headache. The antrum was tender on pressure; the ear 
canal was normal; the tympanum contained granulations; the 
eyes were normal. ‘I'he usual operation was performed, and the 
mastoid was found sclerosed; the antrum was filled with granu- 
lations and pus; the sigmoid sulcus was necrotic and in part de- 
stroyed; the sinus wall was thickened and yellow, and pulsation 
was present. The radical operation was performed. That night 
the patient had a repetition of the chills, but there were no symp- 
toms pointing specially to the jugular vein. Chills occurred again 
on the following night. Accordingly the jugular vein was ligated 
and resected. Later, the sinus was opened and a large septic clot 
removed. Notwithstanding these operative measures the chills 
continued, the temperature rising to 107° F. The lungs then be- 
came involved, although the vein had been resected before the 
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sinus was opened and the infective clot disturbed. The mastoid 
wound presented a clean appearance, and yet the patient grew 
steadily worse. There was bloody sputum. He died in delirium 
on August 31st. The examination revealed a sterile clot in the 


jugular vein, but an infected venous wall. 

Dr. Lewis thought that these two cases very strikingly proved 
the dangerous character of the complications that may suddenly 
arise in a case of chronic purulent otitis media of an apparently 
mild type. Neither patient had had symptoms sufficiently serious 
to cause them to seek medical aid, and yet in one case a septi 
sinus-thrombosis had developed on the eleventh day after the 
first symptom had appeared, and in the other case it- had appeared 
on the third day and had been complicated by a septic pneu- 
monia, of which the patient died on the fifth day. Such an ex- 
perience surely affords ample justification of our advice, to those 
suffering from chronic purulent otitis media, to have the radical 
operation performed when, after a fair trial, less radical measures 
have failed to cure the disease. 

Discussion.—Dr. MCKERNON inquired whether an autopsy had 
been performed in the second case. In a somewhat similar cas: 
he had found a thrombosis on the other side. 

Dr. Lewis replied that no autopsy had been performed. He 
said that there were no signs in the external jugular to indicate 
an involvement of the internal jugular on that side. There were 
no symptoms present that pointed to an infective sinus trouble on 
the other side. ‘The repeated chills and high temperature and 
death were due to the infective pneumonia. 

Dr. GRUENING during the last year had had two fatal cases of 
sinus thrombosis. He had resected the jugular vein first, and 
then opened the sinus. He had found the inner wall involved. 
At autopsy, the brain corresponding to this sinus wall was in- 
fected. Notwithstanding repeated punctures, no abscess was 
found; the adjoining brain tissue appeared softened. He thought 
that this was one of the reasons for ill-success in sinus cases, viz: 
the inward progression of the infection. He inquired how the 
inner sinus-wall had best be treated, whether it would be best to 
curette it ? 

Dr. DENCH remembered a similar case of encephalitis, where, 
however, death was due to a hemorrhage into the spinal canal. 
He was of the opinion that encephalitis was an important topic, 
one on which very little definite knowledge existed. 
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Dr. WHITING spoke of two cases where the clot in the jugular 
vein had proved to be sterile, but there was an infectious infiltra- 
tion of the venous wall near the heart. Streptococci had been 
found in abundance. 

Dr. Lewis replied that Dr. Dixon, the pathologist, had stated 
that the conditions found in this case, viz., that the clot is sterile 


and that the venous wall is infective, were the ones usually found. 
PRESENTATION OF SPECIMENS. 


Dr. ARNOLD KNAppP presented specimens obtained from two 
cases of nasal lesions with endocranial complications. 


Case 1.—The first case was that of an empyema of all the ac- 
cessory cavities of the nose, with osteomyelitis of the ethmoid 
bone. The patient was operated upon and osteomyelitis super- 
vened, extending in the diploé of the frontal and parietal bones 
and subsequently causing a sinus thrombosis of the right sigmoid 
sinus, septic pneumonia —the patient dying of meningitis. The 
case has been reported in these ARCHIVES, vol. xxxii., page 181. 

Dr. Knapp asked what the experience of the members of the 
Society had been in osteomyelitis of the cranial bones ? 

Case 2,—Sarcoma of the dura mater. The case was seen in a 
moribund condition, temperature 105°, with signs of meningitis and 
right exophthalmos. The autopsy revealed purulent meningitis 
and a tumor which had lifted up the dura from the base of the 
anterior cranial fossa, evidently growing from this membrane. It 
had perforated the cribriform plate, filling both nasal cavities ; 
the bony septum, the ethmoid labyrinth, and the outer walls of 
both nasal cavities were wanting. The growth had extended into 
the right orbit; the sphenoidal sinuses were filled with pus; the 
tumor at one small point extended upwards through the dura and 
invaded the brain tissue of the right frontal lobe. Microscopically, 
it proved to be a sarcoma. 

Dr. DENCH had had some experience with osteomyelitis, though 
he had never seen such an extensive case. He remembered one 
case that presented a swelling over the mastoid process; the squama 
was involved. The patient died with symptoms of meningitis. 

In another case, during the after treatment (after operation), 
owing to excessive granulations he examined the wound more 
carefully and found extensive destruction, which invaded the oc- 
cipital, parietal, and temporal bones. In another case, he had 
found a very marked extension into the occipital bone. The 
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patient was syphilitic and the condition improved markedly under 
anti-syphilitic treatment. In another case, there was a swell- 
ing over and in front of the auricle. There was a great deal of 
pus, but at the same time there was little in the middle ear to 


account for it. He proceeded to make an incision over the 
auricle, and exposed an area which led to a diseased zygomatic 


arch, which in turn connected with a diseased antrum. 

Dr. WHITING said he had seen one case of mastoiditis which 
had been operated upon with the burr. The patient came to him 
subsequently with a large swelling on the right side of the head. 
The condition was diagnosed as an osteo-sarcoma by some othe1 
practitioners. He had exposed the bone and found it to be ex- 
tensively involved, the process involving part of the occipital 
bone, the squama of the temporal bone, the parietal, the great 
wing of the sphenoid, the zygomatic process, the external angular 
process of the orbit. The bone everywhere was very soft, but in 
no place apparently had it invaded the dura, this structure pre- 
senting a number of very firm and minute granulating points, 
The case made an uneventful recovery. 

Dr. GRUENING thought that the cases reported by the last two 
speakers were practically cases of osteitis, with which we are 
perfectly familiar. He thought that osteomyelitis where the pro- 
cess extends into the diploé without invading the inner structures 
of the skull, as in the case presented, was very rare. 

Dr. Harris spoke of the frequent combination of disease of 
the accessory sinuses and mastoid disease. 


VOLUNTARY CONTRIBUTIONS. 


Dr. DENCH reported the case of a child, seven years old, on 
whom he had done a radical operation three weeks ago for pro- 
fuse suppuration. ‘There were no symptoms ; the temperature was 
100.5° on admission. During the operation the dura was exposed ; 
the wound was immediately covered with Thiersch grafts. Two 
days later the child vomited; the temperature rose to 103°, con- 
tinuing up to 107°. The wound looked healthy, but symptoms of 
meningitis supervened and the patient died one week later. 
Lumbar puncture was negative. He suspected that the infection 
to the meninges took place through the dura exposed at the time 
of operation ; and he reported the case in order to warn against 
exposing the dura. 

In another case, an acute mastoid operation had been done and 
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later, a radical operation, which had left the ear almost dry, with, 
however, a posterior opening and a small area of suppuration from 
the Eustachian orifice. He closed this opening, curetted the 
mouth of the Eustachian tube, and introduced a skin graft. The 
patient returned on a Friday, with headache, vomiting, coma, and 
in convulsions. The other ear was found to be suppurating, so 
an operation was performed on that side. The tegmen of the 
antrum was defective, the dura inflamed; the brain was tapped, 
without result ; the ventricles tapped ; the cerebellum was also ex- 
plored, but found to be normal. The patient died thirty hours 
later. He thought that there were a certain number of cases 
where death was caused by a rapid inflammation of the brain 
tissue, viz. : encephalitis. 

Dr. WuiTiNnG thought that in the first case reported by Dr. 
Dench the meningitis must have been due to some other lesion, 


which was undiscovered. 
Dr. Duet also thought that the infection took place before the 
operation. He did not think it was good practice to cover the 


dura with a graft, in an unclean wound. 

Dr. GRUENING did not think it was unusual to have a rise of 
temperature after a radical operation, especially when skin graft- 
ing was practised. 

Dr. Bacon also warned against exposure of the dura. 

Dr. HERMAN KNAppP thought that it was not the exposure of 
the dura which was to be avoided, but the injury to the dura. 

Dr. Witson wished to make a further report upon tumor of the 
auditory canal, of which he had spoken in the former meetings 
of the Society. The tumor had at that time been apparently 
cured by X-ray treatment, but relapsed after an interval of six 
months. It had now again been healed by a further course of 
treatment by X-ray, combined with radium. The treatments have 
now numbered between roo and 200, and never have produced 
any irritation in the canal. 

Dr. GRUENING inquired in what way the radium had been ap- 
plied. 

Dr. WiLson replied that a radium tube had been inserted in 


the ear. 





REPORT OF THE TRANSACTIONS OF THE SECTION 
ON OTOLOGY OF THE NEW YORK ACADEMY 
OF MEDICINE. 


MEETING OF NOVEMBER 12, I903. DR. E. B. DENCH IN THI 
CHAIR, 


The minutes of the previous meeting were read by the Secretary, 
Dr. Arthur B. Duel. 


PRESENTATION OF CASES, 


Dr. CARL KoLter presented a case of Scarlatinal panotitis. 
The patient, a little girl of four years, was taken with an illness 
which resulted in total deafness on May 24, 1903. ‘The illness 
began with vomiting and fever, the vomiting lasting for three 
days. Scarlatina eruption appeared the day after onset, followed 


two days later by the appearance of diphtheritic membrane in the 
throat and a swelling of the glands. The first evidence of ear 
trouble was at the end of the first week. The child complained of 
pain and deafness. This was soon followed by a discharge from 
both sides. Entire deafness resulted within twenty-four hours 
after the appearance of the ear symptoms. There was a suppu- 
rating submaxillary gland on the left, otherwise recovery was 
uneventful. At the time of admission to the hospital (July 21), 
both ears were discharging profusely, and the submaxillary and 
cervical glands were swollen; the mastoid tips were sensitive to 
pressure. Examination showed a large perforation of the ear 
drum on both sides and granulations in the middle ear; on the 
left, necrosed bone could be felt with the probe. Considering 
the deafness, panotitis with necrosis of the labyrinth was diag- 
nosed. An operation was decided upon to remove the supposed 
sequester, and because it seemed possible that some portion of the 
labyrinth and nerve had escaped complete destruction and might 
revive when freed from the surrounding infiltration and suppura- 
tion. On July 22d the radical operation was performed on the 
left side; the antrum was filled with pus and granulations, and so 
60 
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was the attic. The ossicles imbedded in the granulations were 
removed. From the medial wall of the attic a loose, shell-like 
sequester could be detached, which proved to be part of the 
labyrinth, consisting of the superior and external ampulle and 
the adjoining parts of the (sagittal and horizontal) semicircular 
canals. Another smaller piece of bone loosely connected with 
the facial nerve (taken from a place below the first piece) con- 
tained the posterior inferior portion of the annulus tympanicus. 
After its removal the facial nerve lay entirely bare in the cavity 
for a considerable distance; every time it was touched the face 
twitched. The bone cavity was smoothed with the electric burr 
and tamponaded with iodoform gauze; the wound behind the ear 
was left open for the present. After two weeks the wound behind 
the ear was closed. Koerner’s plastic method was employed to 
widen the auditory canal, so that it would adapt itself to the 
increased calibre of the united middle-ear cavities. These are 
now entirely smooth and covered with dry epidermis; a newly 
formed pseudo-tympanic membrane closes them against the Eu- 

hian tube. This is the only result of the operation, however; 

ope of a partial restitution of hearing has not been realized. 

CHARLES W. RICHARDSON read a paper entitled “ Osteo- 
elitis of the Temporal Bone,” which is published in full on 

> 1 of this number. 

Discussion.—Dr. HERMAN Knapp spoke of the uncertainty in 
osteomyelitis, and remarked that the fever in most cases could 
not be accounted for. He cited a case he had known, which the 
attending surgeon pronounced osteomyelitis acuta. In this case 
the pyemic symptoms were marked. The patient died. Dr. 
Knapp said he had been unable to find many cases which an- 
swered to the definition osteomyelitis, met with in medullary 
bones, be they flat or cylindrical. It exists only in the diploic 
variety of the mastoid. It may be acute or chronic. The cases 
which he had observed were acute, and two of the most pro- 
nounced were distinguished by the mildness of the initial tubo- 
tympanic inflammation. The inflammation in the mastoid and in 
the adjacent bones, especially the occipital, was very extended 
and severe. Several operations were required. The first showed 
the antrum filled with pus, which advanced through thread-like 
passages through the diploic portion below the antrum, forming 
small deposits, filling some of the cells in the lower part, present- 
ing a solid boundary surface of the sigmoid sulcus. The whole 
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exterior cortex of the mastoid was removed so thoroughly as to 
leave no suppurating or decaying portion recognizable. The ex- 
tension was in the upper part of the mastoid, in the cavities in 
and around the posterior root of the zygomatic, at the medial and 
lower surface of the tip. Particularly developed were the sup 
puration and decay of the bone in the lower part of the occiput, 
where smaller and larger loose pieces of decaying or necrosed 
bone were buried in pus. The pus went down the neck along 
the sterno-cleido, and under the thick muscles under the dee] 
posterior cerebral fascia. The thick muscular layers were par- 
tially incised and drained by a counter opening, avoiding the 
splitting of the thick muscular layers. By this treatment and a 
comprehensive bandage the cases ultimately recovered perma- 
nently. The destruction by caries and necrosis of the side of the 
head was excessive in a scrofulous lad of sixteen years, but he 
recovered perfectly and without a relapse. The hearing in these 
cases was damaged but little, or not at all. 

Dr. MCKERNON said that his experience in osteomyelitis had 
been limited; he recalled but two cases he had had. One was 
a girl of nineteen, admitted to the hospital with the history that 
seven days before she had complained of pain in the ear and 
back of the ear over the mastoid ; on the second day a discharge 
from the ear—watery, without pus or muco-purulent elements. 
When she presented herself at the hospital for operation the 


temperature was 104°, the skin being the characteristic color de- 
scribed by Dr. Richardson. There was swelling over the mastoid 
process well up over the squamous portion and well down towards 


the occipital protuberance. The mastoid operation was done. 
The cavity was small for a person of that age; the lower portion 
seemed to be somewhat soft, although no pus was found in it. 
Communication was established between the antrum and the 
middle ear and the cavity flushed with alcohol. The patient was 
then returned to the ward. The next morning her temperature 
was 102°. Just twenty-four hours after the operation the tempera- 
ture rose to 105°; the patient was very uncomfortable, and there 
was some slight nausea. Dr. Dench was asked to see the case in 
consultation. The entire cavity of the mastoid was covered with 
a membrane which could be taken up with the forceps, and little 
sections of it could be removed. It looked almost as if it had 
been a mastoid re-infection. This membrane was scraped off 
and the cavity flushed out. The next day an examination of the 
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sigmoid sinus was made, nothing being found. ‘The patient be- 
came worse; the fifth day after the operation she died, the tem- 
perature just before being something over 106.° The second case 
was that of a young lady, and was also fatal. Dr. McKernon 
thought that in both his cases there was almost true strepto- 
coccus infection. 

Dr. Pur_iips considered that Dr. Richardson’s paper would, no 
doubt, bring to light many cases that at least show marked symp- 
toms of the disease described. He called attention to the fact 
that both the cases described in the paper were of the acute 

ety. He remarked that while physicians were not fully 


as to the cause of the acute variety, there seemed to be 
suestion as to the cause of the chronic form—that it was 


r tubercular or syphilitic. It seemed to be clearly under- 

d to be due to some underlying constitutional disturbance. 

This, he thought, involved the question as to the extension of an 

ordinary mastoid suppuration into the structure of the temporal 

bone as a cause of osteomyelitis; also, that it was possible for 

osteomyelitis to primarily attack that portion of the structure and 
to extend to the denser portion of the bone itself. 

Dr. Phillips spoke of one case of chronic suppurative otitis 
media in a boy, which had persisted from the time the child was 
six or eight years old, until his thirteenth year. A few days after 
a severe fall, symptoms developed which led to operative inter- 
ference, on the basis that there was some cerebral complication. 

he operated, he found an involvement of almost the entire 
oral bone; he opened the lateral sinus, and found no disease, 
the case proved to be a general purulent meningitis. The 
terminated fatally. Post-mortem showed that the disease 
extended into every portion of the bone, but especially had 
1oneycombed the petrous portion. 

Dr. KNApp said that in the majority of cases osteomyelitis was 
raumatic or an acute inflammation. 

Dr. PHILLIPs said that the serious symptoms in his patient had 
followed a serious injury from a fall on the head, but that when 
opened the mastoid he found no positive evidence of injury. 

Dr. BERENS said that it had occurred to him that the reason 
cases of osteomyelitis were so rare was that diploic mastoids were 
not commonly seen. He had lately seen something like one hun- 
dred mastoid bones, but among them had been none of the diploic 
variety. There had been only a few that were mixed—diploic 
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and pneumatic—and in these, the diploic condition was not well 
marked. 

Dr. KOLLER remarked that he had lost a case, which he at that 
time had considered a case of acute mastoiditis of an especially 
malignant infection, but which evidently belonged to the class of 
cases described by Dr. Richardson, forming a distinct class or 
type by themselves: It concerned a man of middle age, who was 
operated upon for mastoiditis after an acute otitis. At the opera- 
tion, such a wide-reaching destruction of the temporal, parietal, 
and occipital bones was found, that no limit could be reached. 
The bone was softened and the diploé discolored greenish-gray, 
like a diphtheritic membrane. After the operation the fever 
abated a little but soon continued its septic course. The soft 
covering of the skull showed a progressive oedema with develop- 
ment of phlegmonous abscesses. ‘The cedema extended down the 
neck almost to the shoulder. In the beginning it resembled ery- 
sipelas somewhat. Metastases in the knee-joint and at other 
places developed and the man died from pyzemia. No autopsy 
was allowed. 

Dr. DENCH cited a number of cases in his practice, which 
he regarded as instances of osteomyelitis, although the tempera- 
ture charts had not been so characteristic of the disease as were 
those presented by Dr. Richardson. One case, seen eight or ten 
years ago, had all the characteristic symptoms of osteomyelitis, as 
described by Dr. Richardson. There was intense pain, high tem- 


perature, and extensive tumefaction of the soft tissues overlying 


the mastoid. Incision through these thickened tissues evacuated 
no pus. The mastoid, on being opened, was found to be diploic, 
and this diploic tissue was considerably congested and infiltrated. 
The patient died. 

Another case, seen a number of years ago, was that of a patient 
with acquired syphilis. In spite of the fact that a thorough mas- 
toid operation was performed, the temperature remained high after 
the operation, and at the first dressing the wound seemed very 
foul, The wound absolutely refused to heal until the patient was 
put upon specific treatment. Under large doses of the iodide, 
complete closure of the wound rapidly occurred. ‘This case was 
one more of syphilitic osteitis than of osteomyelitis. 

In another case, seen at the hospital two years ago, a complete 
mastoid operation was done. The patient did fairly well and was 
discharged from the ward. Subsequent examination of the case 





Otological Section, N. Y. Acad. of Med. 65 


in the Out-patient Department showed an exceedingly foul wound 
filled with granulation tissue. A probe inserted into the superior 
angle of the wound, passed downward, forward, and inward, de- 
tected exposed bone in the zygomatic fossa. The patient was im- 
mediately operated upon, and very extensive bony destruction 
was found to have taken place. The disease, in this instance, 
involved the zygoma, and extended up into the parietal bone and 
backward into the occipital bone. 

In another case, that of a young negro, extended bony involve- 
ment was found. The disease, in this case, extended back into 
ge area of dura was exposed 


¢ 


during the operation. In this case, there was a probable syphi- 


i 


the occipital bone, and a very lar 


liti history. 

In a recent case, which came under Dr. Dench’s observation, 
the history was as follows : The patient complained of consider- 
able pain in the side of the head ; just above the ear there was a 
swelling about the size of a pigeon’s egg. The auricle was crowded 
slightly downward and forward, and the case looked like one of 

runcle of the superior canal wall. Examination of the canal, 


however, revealed no evidences of any localized abscess in the 


meatus. There was a discharge from the middle ear, and the pa- 
tient had a temperature of about 102°. She was etherized and an 


incision made through the supra-aural tumefaction, evacuating 
about a drachm of pus. Exploring this opening, an area of 
roughened bone was found deep down in the zygomatic fossa. 
This roughened area surrounded a small sinus in the substance of 
the squamous plate of the temporal, and this sinus, in turn, led 
forward and backward in the tympanic vault. The usual mastoid 
incision was then made, and on removing the mastoid cortex, the 
entire mastoid was found to be diploic, and to be the seat of an 
osteomyelitis. ‘The entire mastoid process was involved, the dis- 
ease extending far backward, near to the occipital bone, but not 
actually invading it. Above and in front the disease involved the 
diploé of squamous plate and the root of the zygoma. ‘The bony 
involvement was so extensive that a typical radical operation was 
done, the middle ear, external canal, and mastoid being thrown 
into one large cavity. After removing all diseased bone, the an- 
terior angle of the wound was closed by two silkworm-gut sutures 
and the remainder of the wound was left open, the bony cavity 
being packed with iodoform gauze. The temperature fell im- 
mediately after operation, and at the end of five days was prac- 
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tically normal. The patient was again etherized, and the entire 
bony cavity was lined with Thiersch grafts and the wound com- 
pletely closed by means of silkworm-gut sutures, all subsequent 
drainage taking place through the external auditory canal. The 
patient made a perfect recovery, and was practically well three 
weeks after the primary operation. 

Dr. RICHARDSON said that he had little to add in conclusion, 
except to say that all his cases were carefully investigated as to 
their histories, and that in the cases referred to in his paper there 
was nothing either of tubercular or syphilitic nature manifested. 
The pus was examined and in both cases contained streptococci. 
He remarked that if there were more diploic cases there would 
probably be more cases of osteomyelitis than there are. In his 
last mentioned case, immediately before the second operation the 
temperature was 106.2°. Another peculiar feature was the out- 
pouring of purulent discharge observed when this second opera- 
tion was being considered. He was at a complete loss (other than 
osteomyelitis) to account for this. He was trying to solve in his 
mind if there was any other condition. He eliminated entirely 
septic thrombosis, because there was not a single indication of it. 
While watching the case and deliberating as to what to do, a little 


pin-point of pus came out on the diploé—something he had never 


seen before. It was so characteristic that the second operation 
was immediately resolved upon. 











REPORT ON THE PROGRESS OF OTOLOGY DUR- 
ING THE FIRST QUARTER OF THE 
YEAR 1903. 


sy Dr. ARTHUR HARTMANN. 
Translated by Dr. ARNOLD KNAPP. 
(Continued from page 496.) 
NERVOUS APPARATUS. 
Gronland. A case of acute labyrinthine speech-deafness. Arch. f. 


Ohrenhetlk,, vol. lvii., p. 9. 
( Roosa. A case of disease of the acoustic nerves, causing profound 


). 


deafness, accompanied at a later stage by pleuritic effusion and fibroid phthisis. 


Recovery. Medical Record, January 31, 1903. 
70. Strubbell, Méniére’s symptom-complex with anosmia and ageusia. 


klin, Wochenschr., 1903, No. 4. 
Skulski. A case of healed Méniére’s disease. Weratschebnaja Gaseta, 
3, No. 3. 
Scheyer. On diseases of the internal ear after the administration of 
alicylates. Wiener med. Presse, 1902, No. 22. 
Eemann. Diphtheritic neuritis of the auditory nerves associated with 
neuritides. La presse oto-laryngclogique Belge, Heft 1, 1903. 
74. Mayer zum Gottesberge. A case of multiple neuritis, with a special 


+. 


involvement of the acoustic and trigeminal nerves. A/onatschr. f. Ohrenheilk., 


1g03, 2. 


68. A healthy boy of fifteen years was taken ill, while on a sea 
voyage, with pain in the head and abdomen, and gradually lost 
his hearing. On examination, wavering gait with eyes closed, 
peculiar monotonous speech, slight catarrhal otitis. A functional 
examination showed on the right ear, defect for H to g’ ; left de- 
fect for d tod", g” to a’, as well as bilaterally C” to F’,; in other 
words, defect in the parts of the tone scale necessary for the 
comprehension of speech. During an observation period of three 
months, the tone gaps changed in position and extent, and fre- 
quently disappeared entirely on the left ear. The understanding 
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for speech varied. Various vowels were heard, consonants, 
some syllables were correctly, others incorrectly, understood. 
The general condition and the gait improved, the tone gaps at 
the last examination showed the same defects as at first. The 
diagnosis was made of a labyrinthine speech-deafness, and 
the probable cause was supposed to be a mild cerebro-spinal 
meningitis. 

A little over one year later, after another sea voyage, his gen- 
eral condition was good, gait steady, no vertigo, better com- 
prehension of speech, tone gaps increased, especially on the right 
ear. HAENEL. 

69. The interesting points of this case are twofold: First, the 
recovery after a lapse of so many years (from 1888 until 1889). 
He had not been able to hear from right ear. He had had three 
attacks of impairment of hearing, tinnitus, after the original 
seizure. But in 1898 both ears became and remained normal. 
Second, the patient has a good degree of general health, and his 
pulmonary symptoms have improved very much. He lives in 
New York in the winter, and during the summer in Maine. The 
treatment was stimulating, strychnine and alcohol, and later the 
Russell emulsion. Roosa finds it impossible to say what the 
lesion in the acoustic nerve was. CLEMENS, 


7o. A patient forty-eight years of age was suddenly taken ill 
with vertigo, tinnitus, and vomiting. Then sleep for thirty-six 
hours set in. On examination there was right-sided deafness, 
absence of sense of smell, and marked diminution of taste. After 
treatment with iodide of potash, improvement. The tinnitus and 
the complete loss of smell persisted. WANNER. 


71. Sudden onset of Méniére’s symptom-complex in a man of 
thirty-nine years with apoplectic habit, who had suffered for the 
last three years with deafness and tinnitus in the right ear. After 
catharsis, mustard applications, and caustics applied to the mas- 
toid process, rapid improvement set in. Sodium bromide and 
iodide of potash were given. The mastoid process was faradised. 
In the course of one month the tinnitus disappeared. 

SACHER. 

72. Report of a case where five powders of } g sodium salicy- 
late were given for articular rheumatism. After seven days, onset 
of tinnitus, headache, vertigo, deafness. ‘These symptoms con- 
tinued notwithstanding the cessation of the drugs. Examination 
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of the hearing showed an acute affection of the internal ear. 
Whisper was heard on the right side in 2m, on the left not at all. 
After four weeks the hearing had increased from 1$-4}m. Vertigo 
and left-sided tinnitus remained. The author warns against the 
use of salicylates without an exact investigation of the kidneys 
and the ears. WANNER. 

After collecting the literature on this subject, a case of 
neuritis of the auditory nerves after diphtheria is reported. The 
rarity of this condition is questioned. As treatment a long-con- 
tinued administration of pilocarpine is recommended, even in 


/ 


> 
>. 


cases where in the beginning there is no improvement. 
BRANDT. 
74. A young man seventeen years of age, after a severe cold, 
suffered within ten days from headache, congestion of the head, 
facial herpes, vomiting, vertigo, and complete deafness. In addi- 
tion all the peripheric nerves were extremely sensitive to the 
touch. ‘Though all the symptoms of the other nerves disappeared, 
the deafness, notwithstanding energetic treatment, remained. 
PIFFL. 
THE NOSE AND NASAL PHARYNX. 
a@,—GENERAL, 


Mader. On nasal and mouth breathing. Aresgen’s Sammlung, 1903. 
Valentin, Salpingoscopy or cystoscopy of the naso-pharynx. La 
I P} ) I ) 


s 
‘dicale, 1903, p. 2. 
Cordes. Anewconchotome. A. /. O., 1903, p. I. 
78. Noltenius. Improvements in my trocar for the treatment of empyema 


of the maxillary antrum. J/. 7. O., 1903, I. 


The importance of nasal respiration is dwelt upon, and 
> evil results of mouth breathing are described. BRUHL. 
76. Description of an instrument to examine the naso-pharynx, 

and especially the tubal openings. The electric lamp is one of 
four volts, the diameter of the metal canula 44mm. The instru- 
is passed along the lower nasal meatus, and one obtains 
ter pictures of the roof of the pharynx and the later pharyn- 

| walls than in posterior rhinoscopy. OPIKOFER. 


/ 


perplasias of the turbinals with broad bases, as well as soft tumors 
of the septum. PIFFL. 


77. An instrument on the plan of a guillotine, to remove hy- 


78. The improvements consist in a strengthening of the handle, 
a lengthening of the obturator, and the adding of an intervening 
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piece to connect with the syringe to permit irrigation of the max- 
illary antrum. PIFFL. 
b.—TUMORS OF THE NOSE. 

79. Hamm. A rare tumor of the nasal mucosa. J/dénch. med, Wochen- 
schr., 1903, No. 8. 

80. McReynolds. Recurring multiple angiomata of the septum. our. 
Am, Med, Assoc., March 7, 1903. 

81. Baurowicz. On the localization of the so-called polyps of the nose. 
Arch, f. Laryngol., vol. xiii., p. 451. 

82. Cordes. Adeno-carcinoma of the nose. Berl. klin. Wochenschr., 
1903, No. 8. 

83. Chavasse. Naso-pharyngeal polypi removed through the mouth. 
Arch. internat, d’otologie, etc. 1903, p. 10. 


79. A lobular tumor as large as a cherry, situated at the ante- 
rior extremity of the lower turbinal, which had caused repeated 
hemorrhages. Microscopic examination revealed a cavernous 
lymphangioma. Recurrence after the first removal. Healing after 
cauterization with chloride of zinc. SCHEIBE. 


80. The patient, whose mother was for many years subject to 
repeated severe attacks of nasal hemorrhage that had resisted all 
efforts of relief, was a man, aged thirty-two years, who on each 
side of the cartilaginous septum presented a few very dark biue 
elevations, each about the size of a pea. They were most numer- 
ous in the anterior superior portion and almost entirely composed 
of blood-vessels of the venous type. Electrocautery and electro- 
lysis secured but temporary relief. M. Torpuirz. 

81. The polyp was situated at the anterior extremity of the 
lower turbinal in a patient nineteen years of age. ZARNIKO, 


82. The tumor was observed in a patient seventy-five years of 
age, starting from the region of the right ethmoidal bulla. It 
consisted of a connective-tissue stroma and epithelial cell nests. 
The latter were in the form of typical gland passages, occasionally 
consisting of compact cell masses which in general revealed the 
original character of glands, though they must be regarded as atypic 


hypertrophies, because of the absence of a basal membrane and 
of a lumen. Of these adeno-carcinoma of the nose, only eight 
cases have been described. In the above case the tumor was 
very much reduced in size by electrolysis, a radical operation not 


being consented to, and finally completely removed by the use of 
Schaeffer’s forceps ; after nine months no recurrence was to be 
seen. MOLLER. 
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83. ‘Iwo cases of naso-pharyngeal polypi. Removed through 


traction by way of the mouth. Histologically they proved to be 
fibro-myxomas, OPIKOFER. 


€.—-ACCESSORY CAVITIES. 


Harner. On the surgical treatment of chronic empyema of the maxil- 
antrum. Wiener klin, Rundschau, 1903, No. 7. 
Hajek. On the radical operations and their indication in chronic 
npyema of the maxillary antrum. Wiener klin, Rundschau, 1902, No. 4. 
Rethi. On the radical operation for obstinate empyema of the max- 
antrum, by way of the nose. Wiener med. Weochenschr., 1903, No. 12. 
Knochenstiern. On the etiology of empyema of the maxillary 
m. St. Petersburger med. Wochenschr., No. 12, 1903. 
Hug. A case of tooth cyst (peridental or periosteal cyst) of the maxil- 
ry antrum, with special reference to its histology. Arch. f. Laryng., vol. 


ll., P. 39 
89. Holmes. Suppuration of the frontal, ethmoidal, and sphenoidal sinu- 
poston Med, and Surg. Four., March 19-26, 1903. 

Delie. Chronic maxillary and frontal sinusites. 4rch. internat. 


, Ctc., 1903, p. 140. 
Guisez. The surgical treatment of purulent ethmoiditis. La presse 
| 


03, Pp. 107 
03, p. 167. 
Paunz. On rhinogenic cerebral abscess. Arch. f. Laryng., vol. xiii., 


Kelling. The analysis of the contents of a mucous cyst of the frontal 
Viener med, Wochenschr., 1902, No. 32. 


Somers. Chronic sphenoidal abscess. Amer. Medic., Feb. 28, 1903. 


\s radical methods give no better results than the con- 
rvative ones, this author employs the latter, and considers the 
thods of Jansen and Bénninghaus to be unjustified. Nine 

ases are described which have been operated on by the Caldwell- 
Luc method as modified by Hajek. These did not give so favor- 
able results as Hajek describes, as in not one of the cases was 
here a complete definite healing. This is explained by the author 


perhaps in the severity of the various cases and the interpretation 


of the term “healing.” Notwithstanding he prefers this method 
to all the other radical ones. 

\ method is described where the middle third of the lower 
turbinal is removed, and a large hole 1$cm is made with the chisel 

ir the floor of the nose. Gauze is left in the cavity for eight 
days, after which no gauze is used and no irrigations are prac- 
tised. Complete recovery did not take place in any of the seven 
patients in the short time of treatment. WANNER. 


85. The acute empyemata can be treated conservatively by 
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irrigation or puncture in the lower meatus of the nose, except 
those of dental origin, where after extraction of the tooth the 
perforation of the alveolus is indicated. On the other hand, 
many subacute and chronic cases recover after systematic irri- 
gations, or after the performance of the Cooper, Krause, and 
Kiister operation. According to HAJEK, an empyema of the 
maxillary antrum, which is cleansed several times a day, never 
gives any special symptoms, and there is no reason why a radical 
operation should be performed. 

His own radical operation is described, which is a modification 
of the Caldwell-Luc method. Of nine cases, five were completely 
cured which had been operated on more than a year; two are 
nearly cured; the two others have only recently been operated on. 

WANNER. 

86. RETHI recommends his method of opening the maxillary 
antrum from the nose. ‘The anterior } of the lower turbinal are 
removed, thereupon an opening is made with the chisel, and 
enlarged with the bone forceps in the direction of the middle 
as well as lower meatus. ‘The granulations are removed. The 
operation can be performed under cocaine in 15 minutes. ‘This 
author regards the more radical procedures as unnecessary. 

WANNER. 

87. After opening through the canine fossa, the antrum was 

seen to be divided into two chambers by a bony partition. This 


partition ran antero-posteriorly, very thick at the margin, thinner 
in the middle where there was an opening. ‘The inner or nasal 
cavity contained pus, but the mucous membrane was but little 
changed. The outer cavity contained pus and was completely 
filled with polypous masses, and the bone was often bare. From 
this condition the author believes that the empyema was of 
dental origin. SACHER. 


88. A large tooth cyst in the superior maxilla was removed in 
a woman fifty-one years old, by Siebenmann. The membrane 
of the cyst was removed and a piece of mucous membrane from 
the alveolar margin was implanted by subperiosteal resection. 
The cystic membrane was peculiarly covered with numerous 
layers of stratified squamous epithelium. (The paper concludes 
with remarks on the classification of antral cysts and the origin 
of the epithelium.) ZARNIKO. 


89. After reviewing the anatomy of the three sinuses, HOLMES 
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discusses the etiology of the suppuration. Among the 237 
patients, 61 had deafness from catarrh, 83 attributed the af- 
fection to influenza, 17 had constant catarrh after diphtheria, 
12 from severe injury, 11 scarlet fever, 8 pulmonary tubercu- 
losis, 7 syphilis. In one case a left sphenoidal and posterior 
ethmoidal suppuration started after typhoid fever. In 30 cases 
no cause was given. Acute inflammations usually subside with- 
out treatment. If the discharge persists, an atrophic condition 
of the mucous membrane takes place; in 11 among 14 the crust 
formation ceased after relieving the sinusitis. In one of the 
sphenoidal cases there was necrosis through the roof and an 
epidural abscess, which was emptied after drilling through the 
floor. The sphenoidal cavity was diseased in 182 (77 %), and in 
19 (8 @) both sides were affected. In 56 sphenoidal cases the 
ethmoid also, and in 3 all accessory cavities, contained pus. In 
39 patients the ethmoid alone was diseased, in 11 with the 
frontal sinus. In 5 cases of frontal-sinus suppuration no com- 
plication of the ethmoid was found. Antral empyema existed 
in 42 cases. Polypi extending into the nasal cavities were seen 
in 26, into the ethmoid in 3, into the sphenoid in 2 cases. In 
13 cases cysts existed in the middle turbinate, with pus in 9. 
In one case a shoe button had been in the superior meatus for 
over twenty years, in another a sarcoma, spindle-celled, had 
destroyed the antrum, ethmoid, and sphenoid. In 4 cases the 
septum was gone. In 16 cases of frontal-sinus suppuration, 
» were relieved by draining the middle meatus, 4 cleansed 
through the canula, 6 operated from without with good results 
in all but one. The treatment of the ethmoid cases lasted for 
from three weeks to eleven months and longer. The 182 sphe- 
noidal cases were all cured but five. M. TorEpPuLitz. 


90. Based on five case-histories. The author presents the 
optimistic view that in the present state of our science every 
suppuration of an accessory cavity can be completely healed 
by a properly performed operation and careful after-treatment 
in a few weeks. OPIKOFER. 


gt. If the suppuration is localized to the ethmoidal bulla, 
this cell is opened up from the nose. If several or all ethmoidal 
cells are diseased, the operation is undertaken from the orbit 
in every case. The cutaneous incision passes along the inner 
quarter of the orbit; the inner wall of the orbit and the upper 
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part of the ascending process of the maxillary are resected. Com- 
plete recovery in three out of four cases. OPIKOFER. 
92. At the autopsy of this case, numerous abscesses were 
found in the frontal lobe of the brain after ethmoidal suppura- 
tion which had led to diffuse purulent meningitis. One of these 
abscesses had perforated into the lateral ventricle. The opera- 
tion, which was performed four months before death, had evacu- 
ated one of the abscesses. In conclusion some remarks are 
made on rhinogenic cerebral abscess. ZARNIKO. 
93. This was a cyst of the left frontal sinus, as large as a 
hen’s egg, which had broken through into the orbit and into 
the ethmoidal cavity. The anterior, lower, and posterior frontal 
sinus-walls were destroyed; the dura mater was exposed to the 
extent of a half dollar. The contents were grayish - brown, 
54 g in weight, and contained mucin, pseudo-mucin, alkali-al- 
buminate, cholestearin, and fat. The color was due to himatin. 
There was no sugar, glycogen, peptone, colloid bodies, or gela- 
tinous substance. WANNER. 
94. After discussing the anatomy of the sphenoidal sinus, 
particularly with reference to its accessibility through the natural 
opening, the symptoms of the abscess were dwelt upon with 
special reference to pus and pain, while the objective and oph- 
thalmic symptoms were casually passed over. SoOMERs relates 
the case of a man, aged twenty-eight years, who had almost 
constantly suffered since his fourteenth year of age from a dull 
headache, and until the twenty-fourth year from attacks of severe 
headache, two to three times a week, which then became con- 
stant. Thick yellow purulent discharge interchanged by reten- 
tion of pus with increasing headaches for four years. Pus was 
seen high up on posterior wall of pharynx coming from the 
sphenoidal sinus. After the introduction of the probe through 


the natural opening, much pus escaped and the headaches disap- 
peared for three days, but returned in a milder form. ‘The sinus 
was washed out. Denuded bone was removed by hook and curette 
from the anterior wall around the opening. Suppuration then en- 
tirely ceased. Resection of middle turbinal is often necessary be- 
fore catheterization and exploratory puncture. M. ToEpLirz. 


@.—OTHER DISEASES OF THE NOSE, 


gs. Rusch. The operative treatment of rhinophyma. Wiener klin, 


Wochenschr., 1902, No. 13. 


, 
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06. Fein. The correction of saddle-shaped noses after injection of paraf- 
fine according to Gersuny. Wiener med, Wochenschr., 1902, Nos. 19 and 20. 
97. Smurl. Subcutaneous injection of solidifying oils to correct a saddle- 


back nose. Amer. Med., Jan. 31, 1903. 
8. Fein. Congenital anterior atresia of the nostril. Wiener klin, Rund- 
¢, 1902, 9. 
Léhnberg. Oncoryza. Wiener klin. Rundschau, 1902, 31. 
Muck. On certain intermitting conditions of the nasal mucosa and 
treatment. Arch, f. Laryng., vol. xiii., p. 457. 
Fuchsig. On abscess of the nasal septum. Wiener klin, Wochen- 
1903, No. 13. 
Schweinburg. A case of tooth inversion, with perforation of the 
to the nose. Wiener med. Presse, 1902, No. 29. 
Fischer. A case of double-sided lachrymal cyst healed by resection 
lower turbinal. Arch. f. Laryngol., vol. xiii., p. 459. 
Gerber. An unusual foreign body in the nose. Arch. f. Laryngol., 
l., Pp. 443. 
Ephraim. Remarkable case of sequestra of the nose; with a contri- 
to the motor innervation of the soft palate. Arch. f. Laryngol., vol. 
121. 
Dunbar. Further contribution to the cause and specific cure of hay- 
Deutsche med. Wochenschr., No. 9, 1903. 
Berger. Gelatine as a hemostatic, and the treatment of aneurysms. 
med. Wochenschr., 1903, No. 11. 
Riviére. Ozena inthe suckling. Lyon médical, 1903, No. 4. 
Goodale. A contribution to the pathologic histology of syphilitic eth- 
i Fourn, Amer. Med. Assoc., March 7, 1903. 
10. Theisen. Nasal syphilis in a child, and a consideration of syphilitic 
nasal tumors (syphilomata). Yourn. Amer. Med. Assoc., Feb. 28, 1903. 
111. Mygind. Lupus vulgaris of the pharynx. Arch. f. Laryngol., vol. 


_~- 


Glas. On experiments with thiosinamin in rhinoscleroma. Wener 
Wochenschrift, 1903, No. 11. 
Washburn. The hemorrhagic diathesis as a factor in the production 
-morrhage following removal of tonsils and adenoids. M. Y. Med. Fourn., 
1 21, 1903. 
Mosher. The use of the Cargile membrane in the nose, in order to 
vent adhesions. Boston Med. and Surg. Fourn., Feb. 26, 1903. 
15. Gibb. A case of sarcoma of the maxillary sinus, excision of the 
or jaw. Journ, Amer. Med. Assoc., Feb. 21, 1903. 

95. After a survey of the literature and the various methods 
of operation, two cases are reported which were cured by opera- 
tion. There are in general three methods: (1) wedge-shaped 
excision with suture in circumscribed lobular hypertrophies; (2) 
the subcutaneous extirpation of the connective tissue; not to be 
recommended on account of partial necrosis of the skin flap; (3) 
decortication with the leaving of a skin base; transplantation is 
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unnecessary. The most radical method is the total extirpation 
of the skin of the nose with subsequent transplantation. 
The author recommends the decortication under local anzs- 
thesia, leaving a basal part without subsequent transplantation. 
WANNER. 
96. After describing the various ways of applying the paraf- 
fine injections, the author describes his own procedure. White 
vaseline is sterilized in a water-bath. The injection takes place 
in that moment where the vaseline begins to harden. ‘The needle, 
which must be air free, is introduced subcutaneously, but the 
skin itself must not be injected. The needle should be intro- 
duced near the tip of the nose, then shoved under the skin as far 
as is necessary. During the gradual withdrawal, the injection is 
made. One can also inject from the root of the nose. During 
the injection, the skin is raised in a fold. The site of injection is 
covered with collodium. The local inflammatory signs occurring 
in the next few days, with swellings which do not completely dis- 
appear, show that it is best not to produce an over-effect. After 
a few days the swelling becomes as hard as cartilage and can no 
longer be changed in shape. The pictures of three cases are ap- 
pended; before and after treatment. WANNER. 


97. SMURL uses a metal syringe, three inches long, with a 
capacity of three ounces, a long and strong needle, but no anes- 
thetic. Paraffine mixed with red vaseline, 3:1 parts, boiling for 
one hour, is cooled off, placed in a jar with screw top, cut into 
fine bits, heated slowly over a spirit lamp, and after injection 
moulded with the left hand into the desired position. 

M. ToepLitz. 


98. A girl, eighteen years of age, with a saddle-nose. The left 
nostril enters into a flat, funnel-shaped cavity, which is completely 
shut off. Incision from above down to the floor of the nose; then 
a vertical incision tothe septum. A piece of bone is removed and 
covered by a three-corned flap of skin. The nasal breathing was 
thus restored. WANNER. 


99. What is generally known as an ordinary coryza is not 
an isolated disease, but the reaction of the nasal mucous mem- 
brane to irritation of various kinds, as well local (chronically in- 
flamed diseases of the mucous membrane, anomalies of the nasal 
skeleton, diseases of the nasal accessory sinuses, chemical and 
physical irritants, bacterial poisons) as reflex (colds). Conse- 
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quently there is no one remedy for a cold. The author has tried 
most remedies without result. The rational treatment is a prophy- 
lactic one: strengthening of the natural powers of resistance of 
the organism by regulating the respiratory function of the nose, 


and cold baths. 

It has struck the reviewer as remarkable that the author fre- 
quently has found serous disease of the maxillary antrum and of 
the anterior ethmoidal cells to exist, and by proper treatment to 


have prevented recurrent attacks of coryza. ZARNIKO. 
roo. Small thickenings at the posterior ends of the lower tur- 
binals, as large as peas, may produce unpleasant symptoms by 
irregular nasal occlusion. The author removes these with aid of 
the cold snare in the usual manner. ZARNIKO, 





1o1. Two cases are described. ‘The principal cause is trauma- 


tism, and the author believes that the tip of the nose is the part 
isually struck. As in most cases of post-traumatic abscess of the 
septum, a fracture of the nasal skeleton is absent, the author be- 
lieves that small fissures of the muco-perichondrial membrane 
may lead to the formation of a hematoma. If this should be- 
come infected, an abscess results. 

\ long interval may exist between the formation of the hzema- 
toma and the abscess. Further causes are erysipelas, typhoid, 
smallpox, and the so-called idiopathic perichondritis after infec- 
tious diseases. 

In conclusion abscesses of the cartilaginous septum may be 
divided into: (1) traumatic, with or without hematoma, (a) rhino- 
genic or (4) hematogenic; (2) not traumatic, (a) rhinogenic, or 
after rhinitis, erysipelas, (4) metastatic, after infectious diseases. 

WANNER. 


102. The crown of a tooth was found in the right nasal 
passage. Right-sided headache, which had existed for nearly 
twenty years, disappeared after the extraction of the tooth. 

WANNER. 


103. On both sides of the root of the nose of a man thirty-two 
years of age there was an elastic fluctuating tumor as large as a 
hen’s egg, with continuous lachrymation, ectropion, and diplopia. 
On probing the nasal duct, an obstruction was found at the nasal 
extremity. The anterior and the lower turbinals were resected 
and the tumor collapsed. The same result came on treating the 
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other side. The swelling of the mucous membrane of the turbinal 
had presumably sufficed to completely close the orifice. 
ZARNIKO. 
104. The patient had introduced a thick rubber tube in his 
nose for the purpose of getting air. This had slipped back, and 
in the course of time had eroded the nasal wall of the superior 
maxilla, and had finally perforated the facial wall. It was sur- 
rounded by granulations, and after eight years on examination 
resembled a malignant neoplasm. ZARNIKO. 
105. A sequestrum in tertiary syphilis was passed anteriorly 
through the nose, and proved to be a large part of the softened 
bone containing the Vidian canal. Large destruction of the nasal 
septum. Internal form of the nose and movements of the palate 
normal. The author therefore agrees with Rethi that the vagus 
and not the facial is the motor nerve for the levator veli. 
ZARNIKO. 
106. Previous investigations have shown that the cause of hay- 
fever is to be found in the contents of the hay pollen. New in- 
vestigations have shown that the pollen toxin causes typical 
attacks of hay-fever in predisposed persons, and the author be- 
lieves he has produced an immunity by the use of an antitoxin 
from the blood of animals treated with the pollen toxin. 
. ZARNIKO, 
107. The author employs gelatine externally, by mouth and 
subcutaneously. In epistaxis he recommends a 10% warm steril- 
ized solution, by means of a nasal douche or irrigator, and gauze 
dipped in this solution for packing. A 14% to 2% solution is used 
for injections, though it may be increased from 4% to5%. The 
largest amount which was injected was 2ooccm. After the in- 
jection pain set in, and after two to three hours a chill with fever 
and a temperature of 40°, which is regarded as a resorptive fever. 
Without large loss of blood the gelatine does not seem to be 


efficient. WANNER. 


108. 


According to the experience of the author, atrophic 
rhinitis is comparatively frequent in the first year (in 75 of all the 
He observed a typical case of fetid atrophic rhinitis in a 


child of eight months and in one of twelve months. Treatment 
OPIKOFER. 


cases). 


consisted in nasal douches. 
1o9. A man, thirty years of age, with an inflammation of the 
conjunctiva of the right eye, showed an enlarged right middle tur- 
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binate. After removal of this cystic enlargement, granulation 
tissue appeared twice in succession, only to diminish upon admin- 
istration of mercury and iodide of potassium. The microscopical 
examination revealed a proliferative periostitis with a new forma- 
tion of bone in the form of irregular excrescences, in association 
with a proliferation of the connective tissue in the vicinity of the 
endothelial cells of the arteries, leaving in places an obstruction 





of their lumen. These changes are like that of syphiloma. 
M. TOEPLITz. 


110. THEISEN has observed three cases of tertiary nasal 
syphilis, in which the only manifestation of the disease was the 
presence of tumors in the nose. A boy, aged seven years, had 
during the past eight months been breathing badly. Both nostrils 
were completely occluded by tumors springing from the septum 
about the size of small cherries. ‘Two tumors were in each nos- 
tril, one with distinct pedicle, and looked like papilloma, firm to 
the touch, slightly irregular, grayish. There was externally a 
small fistulous opening on the cheek, one inch below the lachrymal 
sac, communicating with it and discharging pus. He was anemic 
and had reflex asthma. Both nostrils, thoroughly cleared under 
ether, filled up again within two months. Potassium of iodide, 
now given, improved the condition at once, and within two 
months tumor and asthma disappeared. The growth was made 
up of round cells, similar to spindle cells, and connective tissue, 
and showed thickening of vessel-walls. In the second case, a tumor 
of the size of a walnut, attached to the septum in the right nostril, 
was found in a man aged thirty-six. ‘There were also tubercle 
bacilli and giant cells present, besides the characteristics of 
syphilis. In the third case, a large tumor springing from the in- 
ferior turbinate in a man aged fifty-eight, with swelling of the 
right cheek, was observed, but it disappeared after the admin- 
istration of potassium iodide. M. ToEPLitz. 





111. Among 200 cases which had been treated in Finsen’s 





Institute for lupus of the external skin, lupous pharyngeal affec- 





tions were found in 13 men and 23 women, lupous nodules and 





scars in the hard palate in 4 women and 4 men. Most 
patients suffering from pharyngeal lupus are under twenty-five 
years of age. Men are more affected than women. All were 
suffering from simultaneous severe facial lupus, which had pre- 


ceded the onset of the pharyngeal lupus. All presented lupous 
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scars in the nose, though an extension of the nasal lupus to the 
pharynx could not be determined. ZARNIKO. 


112. In five cases of rhinoscleroma and one case of tertiary 
syphilis, experiments were made with thiosinamin. A softening 
of the tissue resulted, so that the passage of a bougie was facili- 
tated. Without mechanical aid the remedy was without result, 
In rhinoscleromatous stenosis of the nose, the injection of } a 
syringe of 15 @ alcohol solution is made four times in the course 
of two weeks. WANNER. 

113. A boy, eight years of age, was operated under ether. 
Both tonsils were removed with a Mathieu tonsillotome. Profuse 
bleeding followed the removal of the left tonsil, which was con- 
trolled by bimanual pressure. The removal of adenoids with 
curette and finger was also followed by annoying hemorrhage, 
which subsided after the second introduction of the curette. 
Two days after the operation the patient vomited a pint of blood, 
on the fourth day r$ pints, followed by jactitation and pulse of 
150 beats. The bleeding came from the vault of the pharynx. 
The final cessation of the hemorrhage with recovery took place 
on the fifth day after the operation. Seven months later a bleed- 
ing from an extracted tooth could not be arrested for three days. 

M. TOEPLITz. 

114. The Cargile membrane, used for preventing adhesions in 
abdominal work, is made from the peritoneum of the ox, and 
looks like gold-beater’s foil. It comes sterilized. In the nose 
the membrane cannot be used in single layers; it has to be folded 
into a wedge-shaped strip, several layers thick, and then packed 
firmly between the two cut ends of the adhesion, like calking a 


seam. M. ToeEPpLitTz. 


115. A man, aged sixty-three, noticed a swelling below the 
left eye and discharge from the left nostril, with obstructed 
breathing from this side. After six weeks a mass occupied the 
entire left nasal cavity, and was reddish, soft, and bleeding. 
Transillumination confirmed the involvement of the maxillary 
antrum. The growth increased rapidly, absorbing the hard pal- 
ate, the anterior wall of the antrum, and appearing on the cheek, 
with fluctuation felt under the tense and red cheek and in the 
roof of the mouth. The patient became septic and delirious. 
After removal of portions of the superior maxilla, the growth was 
thoroughly removed. Seventeen days later a small nodule ap- 
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peared on the posterior wall of the antrum, and four weeks later 
the entire cavity was filled, and the growth projected into the 
mouth. Ligation of the external carotid and complete excision 
of the superior maxilla including the floor of the orbit and en- 
larged glands followed. ‘The patient recovered from the opera- 
tion, but died four months later. The microscopical examination 
revealed a giant-cell sarcoma. M. TOEPLITz. 


é€.—ADENOID VEGETATIONS. 


116. Chappell. A case of adenoids with malaria. Med. Record, March 21, 


1903. 
117. Wilbert. On the influence of adenoids on the bodily and mental de- 
velopment of children. Deutsche med. Wochenschr., No. 6, 1903. 


116. A baby, healthy at birth, had one month later symptoms 
of nasal obstruction, which increased until feeding and sleeping 
were disturbed. When five months old, ten small pieces of lymph- 
oid tissue were removed from the naso-pharynx. After two weeks 
she became fretful, with increased temperature, rising on the 
seventh day to 105.5° F. in the afternoon. Five days after 
adenoid operation, the child had been bitten on the cheek by 
a mosquito. In the blood the plasmodium malariz of the tertian 
variety was found. The temperatures continued for four weeks 
and were finally successfully combated by large doses of quinine 
(up to 20 gr. daily, in 4 gr. doses), The total amount of quinine 
given in twenty-seven days was 241 grs. TOEPLITZ. 

117. Three hundred and seventy-five pupils in a school were 
examined. In 624% adenoids were present. In 45 % morbid dis- 
turbances existed, while in 17 4 no symptoms were present. 

THIELE. 


SOFT PALATE, PHARYNGEAL AND MOUTH CAVITIES. 


118. Damianos and Hermann. Fatal hemorrhage after tonsillotomy. 
Formation of a circumscribed gas abscess after subcutaneous injection of 
gelatine. Waoener klin. Wochenschr., 1902, No. 9. 

11g. Petrou. On the formation of cartilage and bone in the palatal 

Bolnitschnaja Gaseta Botkina, 1902, Nos. 38 and 39. 

120. Coen, The treatment of disturbances of speech in cleft palate. 
Wiener med. Wochenschr., 1902, No. 17. 

121. Simonin. Ordinary anginas in the measles of adults. A clinical and 
bacteriological study. Arch. internat. d'otologie, etc., 1903, p. 149. 

122, Suchiko. On the sites of entrance in the pharynx for tuberculosis. 


> 


Berliner klin, Wochenschr., 1903, No. 2. 
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123. Naumann, Struma of the root of the tongue. Verhandlungen der 
medic, Geselisch, zu Goteborg, 1902, p. 63 (Hygeia, vol. xiii.). 

124. Lunding-Smith. A case of accessory struma of the base of the 
tongue. Treated by transhyoid pharyngotomy. Nord. med. Arkiv., 1902, 
Abth. i., vol. ii., No. 10. 


118. During the last sixty years 150 cases of hemorrhage have 
been reported, of which 7 were fatal. The authors contribute an 
additional fatal case. 

Hemorrhage occurred after tonsillotomy, which was controlled 
by application of the Mikulicz-Stoerk compressor. Hemorrhage 
set in again three days later. The compressor was again applied 
for twenty-four hours, and a 2 % gelatine solution was injected into 
the night thigh. On the evening of the following day, after another 
hemorrhage, the compressor was again applied, and 200 grams of 
a 2% gelatine solution were injected into the right thigh. After 
removal of the instrument on the following morning, there was a 
bluish discoloration, tender and infiltrated area, posterior to the 
right angle of the jaw. On the following day a pharyngeal fistula 
set in, the inner opening being situated in the tonsillar wound, 
and the outer at the seat of pressure. After three days, swelling 
at the site of injection in the right thigh. Later on palpation, 
fluid and gas were found. 

After five days, renewed hemorrhage, with the loss of a litre of 
blood, arrested by digital compression. On the following day 
the carotid was ligated and the abscess opened. In the course 
of the afternoon, death under symptoms of syncope, sixteen days 
after operation. The contents of the abscess revealed the mi- 
crobe of gangrene foudroyante. 

In conclusion the authors warn against a too complete removal 
of the tonsil. WANNER. 


119. Forty palatal tonsils were examined. They belonged 
to individuals between seventeen and fifty-eight years of age. In 
11 both cartilage and bone were found, in ro only cartilage, and 
in 1 only bone. SACHER. 


120. The cause of the disturbance of speech is not due to the 
communication of the mouth with the naso-pharynx, but the im- 
possibility of bringing the tongue in the proper position to form 
the necessary sounds. After a proper staphylorrhaphy and ap- 
propriate speech gymnastics, an obturator may be dispensed with. 
The gymnastics consist in vocal exercises, in loud intonation of 
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’ vowels, and in massage of the soft palate. Consonants must be 
produced in an exaggerated form. WANNER. 


121. Measles in adults are complicated, as differing from 
measles in children, frequently with catarrhal angina (in 531 cases 
of measles, 45 times). This usually begins on the disappear- 
ance of the exanthem, and is usually benign. Most frequently 
the staphylococcus pyogenes and the staphylococcus aureus 
were found, especially the pneumococcus or the colon bacillus. 

OPIKOFER. 





122. To solve the questions, Is primary tuberculosis of the 
lingual tonsils rare ? and May the follicles of the valleculz epiglot- 
tice also be affected with primary tuberculosis? the author has 
examined the bodies of 104 children, and made a microscopic in- 
vestigation of the palate and the pharyngeal tonsil. Unques- 
tionably primary tuberculosis was not found in a single case. On 
the contrary, he found secondary disease of the soft palate five 
times, of the pharyngeal tonsil twice, in the region of the valleculz 
epiglotticee and at the base of the tongue once in six cases. 

MULLER. 











123. At the base of the tongue, behind the circumvallate 
papilla, there was a soft round tumor covering the epiglottis and 
the entrance to the larynx. It was removed after an incision 
from the middle of the inferior maxilla to the thyroid cartilage 
and a splitting of the hyoid bone. Normal recovery. Micro- 
scopically typical glandular tissue with colloid contents. 

MOLLER. 









124. A tumor at the base of the tongue which occupied the 
entire isthmus faucium. ‘The tumor had caused some disturb- 
ance in swallowing and in breathing. It was removed by a simi- 
lar method as in the preceding case. Normal recovery. 
MOLLER. 
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BOOK REVIEWS. 


I.—Operationen am Ohr. By Dr. B. Heine, First Assist- 
ant at the Berlin Ear Clinic. Berlin, 1904, S. Karger, pp. 178. 
Price 6 Marks. 

The book is divided into two parts: operations in suppurations 
of the middle ear, and operations in otitic intracranial complica- 
tions. In the first part paracentesis, removal of the ossicles, the 
simple mastoid operation, the radical mastoid operation, and the 
opening of the labyrinth are discussed. ‘The second part deals 
with the operation for epidural and subdural abscesses, the oper- 
ative treatment of diseases of the venous sinuses, the operative 
evacuation of brain abscesses, and finally the operations in serous 
meningitis and in circumscribed and diffuse purulent meningitis. 
After a short historical introduction, the indications, operation, 
and after-treatment of each of these procedures are clearly but 
briefly given. 

Dr. Heine’s ten years’ experience in the Berlin University Ear 
Clinic has peculiarly fitted him for the task of describing modern 
otological surgery. This clinic has the largest number of patients 
and the greatest operative material of any ear clinic in the world. 
This condition was chiefly due to the tireless energy and pioneer 
work of Jansen, to whom the author was favored in being fellow- 
assistant and later successor. 

The author is skeptic as to the value of ossiculectomy, and re- 
gards this operation to be indicated only in the presence of the 
following conditions: (1) isolated caries of the ossicles; (2) hear- 
ing much reduced; (3) after negative result of expectant treatment. 
In the treatment of acute mastoiditis the Wilde’s incision is no 
longer practised. One of the most important indications for opera- 
tion in mastoiditis is sagging of the supero-posterior wall. The 
duration of an acute otorrhcea for from four to six weeks is not 
alone a sufficient indication to operate unless the patient is over 


84 
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forty years of age. Operation after the onset of a facial paralysis 
depends on the presence of other symptoms of mastoid complica- 
tion. The antrum is always to be freely exposed unless the 
inflammation in the tympanum has completely run its course and 
the drum membrane has resumed its normal appearance. 

In the chapter on the radical operation, chronic purulent otitis 
is divided into dangerous and non-dangerous cases. This dis- 
tinction is to be made from the site of the perforation in the 
drum and the character of the discharge. An excellent descrip- 
tion is given of the structure of the attic, which is regarded 
surgically as the most important part of the tympanum. Primary 
inflammation of the attic unquestionably occurs. When the diag- 
nosis of cholesteatoma is certain, the radical operation is in- 
dicated, and the matrix should be carefully removed. In cases 
of central perforation with muco-purulent discharge, a radical 
operation would be a mistake (“ Kunst-fehler”). ‘The method of 
operation practised in the Berlin Clinic is Zaufal’s. The burr 
isnot used. The indication for the Stacke method is the usual 
one: inaccessibility of the antrum, or a displaced sinus. The 
meato-plasty is a slightly modified Stacke. The retro-auricular 
wound is usually kept open for two weeks. Thiersch’s transplan- 
tation is only rarely used, as it gives no especial advantage. The 
length of after-treatment varies between eight and twelve weeks. 

The chapter on sinus thrombosis is unusually instructive. For 
diagnosis the sinus is aspirated with a needle, as being much less 
dangerous than the incision with a knife. The author is opposed 
to the routine-removal of healthy-appearing peripheric thrombus 
masses to provoke a free hemorrhage, as it is regarded as nature’s 
safeguard. Ligation of the jugular vein tends to convert a parietal 
thrombus into a complete one. If the bulb contains an occlud- 
ing thrombus which gives pyemic symptoms, after ligating the 
jugular the bulb is to be directly exposed and opened. Dr. 
Heine thinks that the jugular vein should be ligated only for 
certain definite indications. The collateral tracts and retrograde 
propagation have not been sufficiently regarded. The ligation 
may aid extension of the thrombus into the inferior petrosal 
sinus, 

[In the treatment of brain abscesses the method of attacking the 
brain lesion from the ear cavities is preferred as being the more 
rational. This is supplemented if found necessary by a counter 
opening through the external surface of the skull. Exploratory 











86 Book Reviews. 


puncture is made with a thick aspirating needle without previously 
incising the dura. In the after-treatment a heavy drainage tube 
is inserted. 

This admirable treatise of Heine will be read with interest and 
profit by all that are working in this field. The technique and 
after-treatment of the various operations are excellently described. 
The indications are clearly defined and represent a distinctly 
conservative though modern standpoint. Everywhere we find 
evidence of the author’s extensive experience and sound judg- 


ment. Many elementary points are well illustrated, as the author’s 


experience, derived from the giving of courses, has acquainted 
him with the needs of the otological student. A. K. 

II.—Diseases of the Ear, Nose, and Throat. By J. J. Kyte, 
M.D. Quiz Compend No. 19. P. Blackiston’s Son & Co., Phila- 
delphia, 1904. Price 80c. Pp. 280. 

In the preface it is stated this compend aims to epitomize 
briefly the best thought upon diseases of the ear, nose, and 
throat. This it unquestionably does, and in an admirable man- 
ner. It is the best of its kind that we have seen, and can confi- 
dently be recommended to students and general practitioners in 


medicine, for whom the little book is primarily intended. 
A, K. 
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